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Falls precipitated by slipping are a major cause of injury, death and disability in the elderly.  This 
research focused on muscle activation patterns generated in response to slipping and anticipation 
of slippery surfaces.  The goal was to identify the muscle activation patterns of the stance leg in 
response to an unexpected slip  (reactive strategies) and investigate muscle activity when 
anticipating slippery floors during gait on dry surfaces (proactive strategies).  Additionally, age-
related differences were examined.  Electromyographic recordings were made from the Vastus 
Lateralis, Medial Hamstring, Tibialis Anterior and Medial Gastrocnemius of eleven young and 
nine older adults.  Participants walked during the following conditions: (1) baseline dry (subjects 
knew the floor was dry); (2) unexpected slip (contaminant was applied to floor without subjects’ 
knowledge); (3) alert dry (subjects were uncertain of the floor’s condition).  Reactive strategies, 
which were similar among young and older adults, consisted of activation of the Medial 
Hamstring at around 21% stance (~ 175 ms) followed by the Vastus Lateralis at around 29% 
stance (~ 240 ms).  Corrective responses were scaled to slip severity with more severe slip 
reactions consisting of longer, higher magnitude responses.  Delayed Vastus Lateralis latency 
and Medial Hamstring cessation were associated with an increased slip severity as quantified by 
peak slip velocity.  Additionally, when experiencing a severe slip, young adults demonstrated a 
 iv
longer, more powerful response compared to older adults.  Anticipation of a slippery surface 
resulted in increased magnitude of activation (48% increase) and ankle/knee co-contraction (30% 
increase), as well as earlier onsets and longer durations of posterior muscles.  Young adults 
demonstrated earlier onsets (3% stance, 24 ms) and longer durations (10% stance, 83 ms) than 
older adults reducing their slip potential.  Finally, adults with baseline gait on dry floors 
characterized by greater ankle co-contraction at heel contact and delayed Tibialis Anterior onset 
were predisposed to experience less severe slips when encountering an unexpected slippery 
floor.  Older adults’ natural gait predisposes them to experience a less hazardous slip.  However, 
once a slip occurs, older adults cannot react with the long, powerful response needed to prevent 
balance loss whereas young adults are capable of this response.        
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1.0     SPECIFIC AIMS 
 
 
 
The long-term goal of this research is slip and fall prevention, especially in older adults, 
through a better understanding of the biomechanical reactions during slipping. This thesis 
research focused on muscle activation patterns generated in response to slipping and in 
anticipation of slippery surfaces.  Muscle activation patterns reveal insights into how corrective 
reactions are generated and carried out when balance is unexpectedly perturbed by an 
unanticipated slip (reactive strategies). This project also differentiated lower extremity muscle 
responses between slip events that are likely to lead to a fall (hazardous slips defined as having a 
peak slip velocity greater than 1.0 m/s) and successful gait strategies (non-hazardous slips 
defined as having peak slip velocity less than 1.0 m/s). Also, investigating the correlation 
between muscle activation patterns when anticipating a slippery floor provides information about 
how people change their gait to reduce the likelihood of a slip (proactive strategies).  
This research focused on the muscle activation patterns of the stance/leading/slipping 
(left) leg.  The following aspects were of particular interest: (1) the difference in slip-initiated 
muscle responses (Vastus Lateralis, Medial Hamstring, Tibialis Anterior and Medial 
Gastrocnemius) between hazardous and non-hazardous slips (reactive strategies), (2) muscle 
activity  when anticipating slippery floors during gait on dry surfaces (proactive strategies), and 
(3) the influence of age on the findings in (1) and (2).  Thus, the Specific Aims are as follows: 
 
1 
 Specific Aim 1: To identify the stance leg’s muscle activation patterns in the stance leg 
generated in response to an unexpected slip, and to investigate differences in these patterns 
between young and older adults. 
H.1)  In a response to an unexpected slip, the normalized reactive magnitude and latencies of 
the Medial Hamstring and Vastus Lateralis will be critical to a successful reaction, and 
furthermore, the knee flexors will have a faster latency than the knee extensors.  
H.2)  Responses associated with non-hazardous slips will have shorter latencies and greater 
magnitude compared to reactions associated with hazardous outcomes. 
H.3)  Young adults will react to unexpected slips with shorter latencies and a greater magnitude 
compared to older adults. 
 
Specific Aim 2: To investigate the proactive activation patterns of stance leg muscles in 
anticipation of a slippery floor, and to examine differences in these patterns between young 
and older adults. 
H.1)  Slippery surface warnings will result in earlier onsets and longer durations of the Medial 
Hamstring and Medial Gastrocnemius activity as well as increased co-contraction of both 
the upper and lower leg muscles compared to findings in locomotion on known dry 
surfaces. 
H.2)  Slippery surface warnings will result in greater co-contraction, delayed onsets and shorter 
durations of muscle activity in older than in young adults. 
H.3)  Baseline gait muscle activation patterns characterized by earlier onset of the Medial 
Gastrocnemius and increased co-contraction will result in less severe slips as quantified 
by peak slip velocity. 
2 
 In summary, this study investigated the relationship between the muscle activation 
patterns of the stance leg and slipping severity, as well as the impact of anticipation and aging on 
this relationship. 
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2.0     BACKGROUND AND SIGNIFICANCE 
 
 
2.1 SCOPE OF THE PROBLEM 
Falls precipitated by slipping are a major cause of injury.  Slips are the most frequent event 
leading to fall and overexertion injuries in Sweden [21] and the most common fall initiating 
event for employees in the United Kingdom [31].  Britain ranked slips, trips and falls as the most 
frequent type of event, accounting for 29.8% of all reported injuries occurring on the same floor 
level [39].  Slips accounted for the second cause of death resulting from accidents in the United 
States [30].  In 1999, over one million people in the United States suffered a slip, trip or falling 
injury.  The National Safety Council reported 14,500 deaths due to falls and listed falls as the 
third ranked cause of unintentional injury deaths in the general population of the United States 
[67].   
Injuries afflicted by falls are common and often severe.  The Bureau of Labor Statistics 
reported 303,800 occupational fall injuries in 2000.  Nearly 30% of workers that sustained falling 
injuries missed 31 days at work or more [7] (Figure 1).  Approximately one-fifth of injury-
related emergency department visits, the single largest fraction of such visits, are attributed to 
falls [59].  Falls are often listed as the leading cause of work-related disabling conditions 
including about 44% of fractures and 45% of multiple injuries.  The severity of fall-related 
injuries partially explains their substantial contribution to medical care costs associated with 
compensation payments in US industry.  Leamon and Murphy attributed 24% of the direct cost 
4 
 of all claims filed during the years 1989 and 1990 to fall-related injuries.  Over 65% of these 
claims were contributed to falls resulting in an average cost of $4,363 per claim [51].  According 
to the United States Department of Labor, 15% of accidental deaths in the workplace are caused 
by slips, trips and falls accounting for 12 to 15% of all Workers’ Compensation costs [7].  The 
annual direct cost of all fall-related occupational injuries in the US alone was estimated to be 
approximately six billion dollars [21].  Thus, the prevention of such injuries is a high 
occupational and public health priority.   
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Figure 1: Number of days away from work due to falls on same level [7] 
 
 
 
The incidence, as well as severity, of falls increases with age in the general population.  
Slips and trips cause 32 % of falls sustained by the young while causing 67% in the elderly [52].  
A ten-fold increase in the incidence of falls was reported in the elderly (65+) compared to 
younger individuals [103].  Estimates of the average annual risk of falling in older adults over 
the age of 65 years range from 30% to over 50% [5,89,105,106]. Falls are often listed among the 
leading causes of serious unintentional injuries, disability and death among older adults 
5 
 [22,46,47,55,87].  Injury is the fifth leading cause of death in older adults.  The majority of these 
fatal injuries are related to falls [41,43,87,104].  Based on the demographic aging trends of the 
United States population in 1995, Englander et al. have projected the number of falls to increase 
by more than 25% between 1995 and 2020 [28].  This can also been seen in other industrialized 
societies with aging populations [41,42,104].  Thus, as the labor force ages, falls among older 
adult workers are becoming an increasingly serious health problem.  
This trend can already be seen as the fraction of occupational-related non-fatal injuries 
(Figure 2) and deaths (Figure 3) attributed to falls increases with age [7].  More than 30% of the 
total economic cost of falls in the older population in the United Kingdom is attributed to falls 
[90].  Personick and Windau suggested that older workers are at a greater risk of non-fatal 
injuries resulting from slips [77].  The risk of a slip, trip or fall accident is 1.5 times greater in 
workers over the age of 56 years compared to workers between the ages of 21 and 25 years [11].  
Older adult workers are at a higher risk of facing fatal fall-related work injuries.   
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Figure 2: Occupational nonfatal falls on same 
level grouped by age [7] 
 
Figure 3: Occupational fatal falls on same 
level grouped by age [7] 
 
 
6 
 Women especially experience a higher incidence rate ratio (old/young) of fatal fall-
related work injuries, 14, compared to men, 3.3 (Figure 4) [48].  In general, injury rates from 
falls were higher among women, with fracture rates being 2.2 times greater than in men [94].  In 
1996, over one-fourth of occupational fatal fall victims were 55 years and older, double that age 
group’s share of the work force [6].  Fatality rates from falls showed a significant increase for 
workers as young as 45 to 54 years old [1].  Specifically, nearly half of the fatal falls in the US 
workforce occur in adults aged 45 years and older [105].  The number of fall-induced deaths of 
adults 50 years or older nearly doubled over the last 30 years in Finland.  Following the current 
trends in Finland (Figure 5), the number of fall-related fatalities will increase 108% by the year 
2030 [44].   
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Figure 4: Incidence rate of fall-related deaths 
at work [48] 
 
 
Figure 5: The number of fall-related deaths 
between 1971 and 2002 and the prediction of 
development until the year 2030 [44]. 
 
 
8 
  In summary, epidemiological findings indicate that slips, trips and falls are a leading 
cause of injuries and source of high economic costs, both of which increase with age.  Slips and 
falls are of major importance in occupational health as well.  Findings suggest that older workers 
are less able than young workers to recover balance after a slip resulting in higher injury and 
fatality rates.  The aging workforce creates occupational environments and demographics that 
did not exist previously.  However, the increase in occupational fatal falls cannot be explained 
merely by demographic changes [44].  It is important for injury prevention to gain a clearer 
understanding of the factors responsible for slipping and recovery.  Specifically, the 
neuromuscular and biomechanical factors associated with failed slip recoveries in older adults 
remain unclear.  This thesis project focused on the impact of slipping on leg muscle activation 
patterns and the effects of age and anticipation of slippery surfaces.  The insight gained from this 
project may provide an understanding of the underlying neuromuscular and biomechanical 
factors that contribute to the epidemiology findings summarized in this section.  Additionally, 
this information may be important in the development of fall prevention programs. 
 
 
9 
 2.2 EXPERIMENTAL RESEARCH BACKGROUND 
Gait involves the integration of complex processes necessary to initiate human movement and 
maintain balance.  [12,13,60,76,84,85,96] Gait studies have improved our understanding of the 
complex relationship between gait biomechanics and slip-precipitated falls and thus have 
become critical in slips/falls prevention research [12,13,35,60,76,84,85,96].  Factors that must be 
considered in balance recovery are anatomical, biomechanical, physiological and cognition or 
behavioral constraints [81].  Included in these factors are muscle activation patterns in reactive 
and proactive responses, both of which will be considered in this thesis project. 
 
2.2.1  Normal Muscle Activation Patterns during Unperturbed Gait 
 
 
Numerous attempts have been made to identify normal electromyography (EMG) patterns 
[20,49,66,70,79,110,115].  Winter developed ensemble averages of EMG profiles.  The 
magnitude of each profile was mean normalized to 100% prior to averaging.  The profile was 
then time normalized to the stride period where toe off (TO) is at 60% (Figure 6).  The Vastus 
Lateralis (VL), in addition to muscles not discussed here, extends the knee and helps to control 
knee flexion.  The major peak of activity of the VL occurs at weight acceptance, 10% stride, and 
controls the amount of knee flexion.  VL then aids in knee extension mid stance.  The Medial 
Hamstring (MH) helps to flex the knee and extend the hip.  The major activity begins in late 
swing phase and continues into weight acceptance.  It serves to decelerate the swinging leg and 
slow down the leg and foot.  At heel contact (HC), the MH extends the hip to assist the Gluteus 
Maximus to control the forward rotation of the thigh and stabilize the pelvis.  When activated, 
the Tibialis Anterior (TA) aids in dorsiflexion of the foot.  At HC, the TA activates to keep the 
foot dorsiflexed as the foot lowers to the ground and then decreases activity after foot flat.  It has 
10 
 been noted to play a minor role in pulling the leg forward over the foot.  The Medial 
Gastrocnemius (MG), and additional muscles not discussed here, flexes the knee and 
plantarflexes the foot when active.  It is maximally active around mid push-off and aids 
achieving foot flat and leg forward rotation [111]. 
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Figure 6: Ensemble average EMG profiles of VL, MH, TA and MG.  HC to HC is 0% to 100%.  
0% to 60% corresponds to stance time, HC to TO.  Profiles were filtered at 10 Hz and magnitude 
normalized to the mean being 100% [111]. 
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 2.2.2  Biomechanics of Recovery Responses during Perturbed Gait 
 
Walking requires the ability to generate and maintain locomotion patterns, maintenance of basic 
dynamic equilibrium between a shifting center of mass and base of support, and the ability to 
change locomotion patterns in response to external perturbations that threaten dynamic 
equilibrium [91].  For example, encountering a slippery environment becomes more challenging 
due to the additional required corrective responses in order to prevent falling.  Therefore, slips 
and falls involve the interaction of complex environmental and human factors [34].  
Environmental factors include the frictional properties of the foot-floor interface, material 
properties of walking surfaces/shoes (e.g. compliance, roughness) and lighting.  Human factors 
include gait biomechanics, sensory information processing, neuromuscular and vestibular 
mechanisms involved in maintaining balance during locomotion on dry and contaminated 
surfaces. 
 Much research has been done investigating the biomechanical responses during base of 
support translations [56,97], trips [74,75], and release from forward lean [100,102,112,113].  
Researchers have also considered corrective reactions during support surface translation 
protocols designed specifically to simulate real slip events [38,97-99].  However, it is unclear 
whether active anterior translation of the base of support (BOS), used in these investigations to 
simulate naturally occurring slips, actually evoke motor muscle patterns, corrective movements 
and strategies similar to those recorded during real slips.  Hsaio and Robinovitch acknowledged 
the lack of body dynamics simulated in their standing experiment, a factor that would obviously 
affect corrective reactions.  BOS translations, which are commonly performed at a constant 
velocity, do not take into account the aspects of heel dynamics on slippery surfaces.  During real 
slips, heel dynamics are unique and critical to slip outcome [17,18,64].   Another difference 
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 between naturally occurring slips and BOS translations relates to stability concerns.  Pai and 
Iqbal compared the region of stability (defined as the range of horizontal velocities of the center 
of mass that can be reduced to zero with respect to the BOS while still allowing the center of 
mass to traverse within the BOS limits) of both situations using a computer simulation.  A 
substantial overlap of the regions was reported but with a significant difference in the shape of 
these regions proving that BOS translations are not an accurate model for naturally occurring 
slips [69].   
   
2.2.3  Reactive Strategies 
 
In order to avoid a fall after an unexpected slip event, the body must generate a quick and 
effective corrective response to re-establish dynamic balance and maintain an upright posture 
while continuing locomotion.  Reactive strategies are elicited following unexpected sensory or 
motor perturbation such as stepping on a slippery surface and are crucial for maintaining 
dynamic equilibrium and forward progression.  It has been suggested that certain strategies exist 
to maintain balance and restore stability during an unexpected slip [15,68,69].  Specifically, joint 
moments and postural adaptations during slip events are important for understanding and 
determining the characteristics of reactions that lead to successful recovery attempts during gait.  
Reactive strategies first included increased flexion moments at the knee and extensor activity at 
the hip around 25% stance followed by knee extension moment and hip flexion moments around 
40% stance.  The initial reaction of increased knee flexion and forward rotation of the shank 
were seen in an attempt to bring the foot back towards the body.  Secondary reactions of knee 
extension are thought to be a compensatory reaction to avoid knee buckling and continue gait by 
progressing the center of mass over the BOS.  The ankle was found to act as a passive joint and 
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 was not important in a successfully recovery attempt [15].  Therefore, for the purpose of this 
project, it was hypothesized that increased magnitude and activation of the muscles responsible 
for corrective reactions at the knee and hip, VL and MH, would be important in recovering from 
an unexpected slip.  
2.2.3.1 Strategies of Young Adults    Surface EMG analysis has been used successfully to 
study the neuromuscular reactions to perturbations during gait.  Nashner utilized a moveable 
platform in a walkway to simulate an unexpected perturbation.  EMG recordings showed 
increased TA activity during forward translations and increased MG during backward 
translations.  Based on this information, Nashner hypothesized that muscle stretch of the distal 
limb provided the principal sensory feedback to elicit a balance response [65].  Following this 
theory, the distal muscles would be activated first preceding the thigh muscles [32].  Even 
though a BOS translation is not the same as a naturally occurring slip, as discussed previously, 
the stretch theory developed by Nashner can be applied to a naturally occurring slip.  During a 
naturally occurring slip, the heel extends beyond the center of mass [116], resulting in a stretch 
of the posterior muscles starting with the most distal.  This would imply an initial response of the 
MG followed by the MH, in addition to other muscles outside the scope of this project.  
Similarly, Dietz found that the MG response, ~80 milliseconds, was closely correlated to the 
magnitude of the disturbance and noted a quick but later response, 100 milliseconds, in the MH 
[26].   
 However, the previously mentioned theories were formulated without concurrent 
investigation of hip and trunk muscles [98] and more recent evidence suggests that there exists a 
more active control of the hip and knee compared to the ankle of reactive strategies during 
tripping [27] and mechanical perturbations consisting of a forward translation [29].  Tang found, 
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 using a BOS translation, that both the lower leg and thigh muscles demonstrated earlier onset, 
higher magnitude, and longer duration compared to normal gait [57,97,98,99].  Additionally, 
Oates recorded increased activity in both the upper and lower leg muscles during a slip to 
provide support to the lower limbs and correct balance [68].  In general, a reactive strategy to an 
unexpected perturbation, BOS translation,  in young healthy adults consists of an early (60-90 
ms) and coordinated postural response of considerable magnitude (4-9 times normal walking) 
from both legs [25-27,65,68,98].  Based on the literature regarding muscle responses to 
perturbations during gait and preliminary findings of this research, there should exist significant 
differences in temporal and magnitude aspects of muscle activity during a naturally occurring 
slip compared to gait on dry floors.  
2.2.3.2 Strategies of Older Adults    The significantly higher incidence rate of falls among 
older adults compared to the rest of the population has motivated extensive research focused on 
the effects of age-related changes including neuromuscular, proprioceptive and cognitive 
systems on the ability of maintaining balance in response to perturbations.  Reduced lower 
extremity strength [62,101,113] and vision, proprioception and vestibular sensory degradation 
[53,62] in elderly adults have been suggested to influence reactionary biomechanics and lead to 
increased risk for slips leading to falls.  Additionally, older adults demonstrated a combination of 
slower onset, smaller magnitude of response and longer co-activation which resulted in an 
inefficient strategy [62,99,100,108].  Older adults activation sequence of muscles was similar to 
younger adults but with a limited capacity to generate a quick, powerful response [2,97,99].  
Therefore, it was hypothesized that young adults would react to unexpected slips with shorter 
latencies and a greater magnitude of muscle response compared to older adults.   
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  Little is known about aging effects on biomechanical and neuromuscular variables 
affecting recovery from a naturally occurring slip.  As discussed previously, BOS translations are 
not an accurate model for naturally occurring slips.  Thus, the findings for the effects of age on 
slip recovery are limited.  Lockhart et al. have investigated the effects of age on a limited number 
of gait variables during walking on oily floors and reported increases in heel velocity at HC, slip 
distance and slipping velocity among older adults [53,54].  Unfortunately, this study did not 
investigate the biomechanics and temporal profiles of corrective responses.  These differences in 
the recovery biomechanics are postulated to be one of the underlying reasons for the older 
workers’ reduced ability to prevent slip-initiated falls.   
 
2.2.4  Proactive Strategies 
 
The aforementioned reactive responses are seen primarily in the first exposure to a slip.  
Subsequent responses are heavily influenced by proactive adjustments and prior knowledge 
[57,73,99].  Proactive strategies are defined as balance control mechanisms that take place before 
the body encounters a potential disturbance.  The effects of knowledge about surface 
characteristics are evident when one steps onto an ice rink versus stepping onto black ice.  These 
strategies serve to counteract the destabilizing effect of a disturbance, reducing the reliance on 
reactive strategies in avoiding a fall [8,58,107].   
2.2.4.1 Strategies of Young Adults    Individuals have demonstrated a modification of their 
gait and response strategies when knowledge is provided about the surface characteristics 
[16,64,116].  Rand et al. noted a change in step length and anterior-posterior sway as an 
adaptation to treadmill perturbations [80].  Modifications of step width and foot clearance were 
demonstrated after forewarning of a possible trip [78].  Feedforward adaptations were seen in 
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 controlling the center of mass during sit-to-stand perturbations.  Subjects adapted their 
performance in a manner that significantly decreased their overall likelihood of balance loss [71].  
Shortened stride length was noted when walking on oily floors [64].  Reduction in stance 
duration, reduced foot-floor angle and slower vertical heel velocity at HC were noted during 
anticipation of a slippery surface [16,18].  These gait adaptations led to a significant reduction in 
joint moments at the knee (extension) and hip (flexion) [16].  These adaptations resulted in an 
overall reduction in the peak required coefficient of friction, thus decreasing slip and fall 
potentials [12,13,16,35,82,83,96].  These gait adaptations reflect an increase in activity of the 
posterior leg muscles.  Therefore, it was hypothesized that anticipation of slippery surfaces 
would result in earlier onsets and longer durations of the MH and MG as well as increased co-
contraction compared to normal gait. 
These strategies included changes in muscle activation patterns [10].  However, the 
specifics of these adaptations related to muscle activation patterns are unclear, especially during 
naturally occurring slips.  Tang showed that the use of proximal muscles faded away with 
repeated exposure, suggesting the fine-tuning of a proactive strategy and possible 
overcompensation during the initial simulated “slip” [98].  Increased duration and coordination 
of lower leg muscle activity was also seen as an adaptation [80].  When warned of a possible 
threat to one’s balance, the central nervous system adapts attempting to acquire an optimal 
movement strategy that reduces the reliance on reactive responses to maintain balance in an 
uncertain environment [71]. 
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 2.2.4.2 Strategies of Older Adults    It is possible that the high rate of fall incidence might be 
reduced by training older adults to better recover from or adapt to perturbations.  Older adults 
typically exhibit poorer performance [50] and are unable to adapt [93].  Given these differences 
in older and young adults, it should be determined whether older adults adjust differently to a 
naturally occurring slip by choice or necessity.  Pavol has found that older adults learned to 
avoid falling through a proactive strategy similar to that used by young adults [72,73].  This is 
not always the case.  Woollacott found that older adults shortened their stride length after a 
perturbation compared to young adults.  This can be partially accounted for by the increased co-
contraction of the upper leg in older adults.  Older adults also showed a decrease in duration of 
muscle activation compared to their younger counterparts [114].  Thus, it was hypothesized that 
older adults would demonstrate delayed onsets accompanied by shorter durations and increased 
co-contraction compared to their younger counterparts.   
 
2.2.5  Initial Conditions 
 
It remains unclear why, given the same environmental conditions, some slips are shorter, slower 
and require little or no reactive response to stop the slipping foot, while other slips are severe and 
require large recovery responses.  Certain general gait parameters have been implicated as 
factors affecting peak slip velocity [96] and thus influencing fall potential [9,57].  These 
parameters include gait speed, step length, foot floor angle at heel contact, heel velocity, cadence 
and anthropometry [96].  Moyer et al. found that hazardous slips were associated with greater 
step lengths and decreases in cadence, as well as larger foot-floor angles and faster foot angular 
velocities.  Additionally, it was found that increased foot-floor angle would result in increased 
probability of hazardous slip [63].  It was hypothesized that muscle activation patterns during 
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 normal gait that tend to decrease foot-floor angle would be associated with less severe slips.  
These initial conditions may affect slip severity and further explain the high prevalence of slip-
related falls in older adults. Gait research has found that older adults typically walk slower 
[3,4,61], take shorter steps [53,61,92], have faster cadences [92], walk with a larger stride width 
variability [33] and have smaller hip extension during walking [86].  Additional findings have 
indicated that a redistribution of muscle moments and power occurs with aging resulting in 
increased output at the hip and decreased output from the ankle compared to young adults [23].     
 
2.2.6  Need for Further Research 
 
Little is known about aging effects on the neuromuscular variables affecting recovery from a 
naturally occurring slip.  These unknown differences in the recovery biomechanics are postulated 
to be one of the underlying reasons for the older workers’ reduced ability to prevent slip-initiated 
falls.  Additionally, the effects of knowledge or anticipating a slippery surface on gait and any 
age-related differences are unclear.  This thesis project will provide possible insight into the high 
incidence rate of slip and fall related injuries in older adults and may result in the identification 
of predictive indicators of increased risk for slips and falls.  This information can be used to 
improve training and fall prevention programs aimed at reducing slip-initiated falls and injuries. 
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3.0      ABBREVIATIONS 
 
Table 1: Abbreviations 
 
AD  Alert Dry 
BD Baseline Dry 
BOS Base of Support 
CCI Co-contraction Index 
COM Center of mass 
EMG Electromyography 
H Hazardous 
HC Heel Contact 
iEMG Integrated EMG 
MG Medial Gastrocnemius
MH Medial Hamstring 
NH Non Hazardous 
PSV Peak Slip Velocity 
SD Slip Distance 
SD Standard Deviation 
SE Standard Error 
TA Tibialis Anterior 
TO Toe Off 
US Unexpected Slip 
VL Vastus Lateralis 
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4.0      METHODS 
 
The experimental data were collected as part of an IRB-approved experimental project 
investigating whole-body biomechanics of slips and falls in healthy young and older adults 
funded by the National Institute of Occupational Safety and Health (NIOSH R03 OH007533, 
Principal Investigator: Rakié Cham, Ph.D.) 
 
4.1 SUBJECT POPULATION 
A total of 20 healthy adults, 9 older individuals aged 55 to 66 years old (6 females and 3 males) 
and 11 younger individuals aged 20 to 26 years old (6 females and 5 males) participated in this 
study (Table 2).  Prior to participation, each individual signed a consent form approved by the 
University of Pittsburgh Institutional Review Board.  Initially, a 30-minute neurological 
screening was performed by Dr. Joseph Furman, a neurologist specializing in balance disorders.  
Exclusionary criteria included a history of neurological, orthopedic, cardiovascular, pulmonary 
abnormalities and pregnancy as well as any other difficulties hindering normal gait.  During the 
gait session, participants were equipped with a safety harness to prevent them from hitting the 
ground in case of an irrecoverable balance loss. This harness has been used in previous research 
and has proven to be safe without impeding natural walking [35,84].  
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Table 2: Subject Characteristics 
 
Mean (SD) [Range] Young Old 
Age (yrs) 23.27 (1.95) [20-26] 60.44 (3.50) [55-66] 
Weight (kg) 70.53 (13.82) [58.18-105.45] 72.33 (14.44) [45.54-86.82] 
Height (m) 1.71 (.06) [1.64-1.86] 1.64 (.08) [1.54-1.79] 
 
 
4.2 EXPERIMENTAL ENVIRONMENT 
The Human Movement and Balance Laboratory at the University of Pittsburgh is designed to 
capture and analyze human motion especially gait. 
 
4.2.1  Data Acquisition Systems 
 
The data acquisition system used to collect gait variables consisted of the two Bertec force plates 
(type 4060a) and a Vicon 612 system that employs eight IR M2-cameras.  Bilateral leg muscle 
EMGs for the VL, MH, TA and MG muscles were collected using bipolar Ag/AgCl surface 
EMG electrodes (Noraxon) and a Noraxon Telemyo 8-channel electromyography system, 
internal cutoffs 10-500 Hz.  Analog signals were recorded at 1080 Hz from a 12-bit National 
Instruments A/D converter and synchronized to the marker data, collected at 120 Hz using the 
Vicon Motion Analysis System.  Additionally, a SONY digital camcorder was used to collect 
videos of each trial. 
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 4.2.2  Gait Path 
 
Participants walked along a level vinyl tile (Armstrong commercial tile pattern 51903) pathway 
which allows for a walking distance of approximately 8 m.  Two Bertec force plates are 
embedded into the floor midway along the gait path such that one foot hits each plate.  Both 
plates are equipped with the same vinyl tile as the floor.  Both plates measure 0.6m x 0.4m 
however, the second plate was extended by 15 centimeters to allow for longer slip distances 
(Figure 7).  The data acquisition system consisted of the two Bertec force plates mentioned 
previously and a Vicon 612 system with eight, IR M2-cameras collecting data at 1080 Hz and 
120 Hz, respectively.  The eight Vicon cameras were positioned around the room such that a 
capture volume of 6.6 m x 2 m x 2 m was generated above the force plates.  
 
 
 
Trailing plate, 
60 cm X 40 cm 
Leading (slipping) 
plate, 75 cm X 40 cm 
7 
6 
5 
1 
2 
4 
8 
3 
3 meters 4 meters 
15 cm separation 
and 15 cm offset 
 
 
Figure 7: Schematic gait path layout.  Circled numbers represent camera placement. Rectangles 
are embedded force plates.  Trolley and harness system are also shown. 
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 4.2.3  Electromyography Setup 
 
Bilateral leg muscle EMG data, VL, MH, TA and MG, were collected using bipolar Ag/AgCl 
surface EMG electrodes (Noraxon) and a Noraxon Telemyo 8-channel electromyography 
system, internal cutoffs 10-500 Hz.    The participant’s skin was shaved, if necessary, abraded 
and cleaned with an alcohol swab before the electrodes were positioned.  Electrodes were 
positioned over the muscle belly with an inter-electrode distance of 3 cm (Figure 8).  Proper 
placement was confirmed using a simple exertion test.  Analog signals, sampled at 1080 Hz, 
were synchronized to the Vicon marker data, collected at 120 Hz.  
 
          
MH
VL
Ground
TA 
MG
Figure 8: Picture of the stance (left) leg EMG placement.  Frontal view is provided on the left 
showing VL, TA and ground electrodes.  Rear view is provided on the right showing MH and 
MG electrodes. 
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 4.2.4  Harness 
 
As mentioned previously, a harness system coupled to an overhead trolley system was employed 
in case of an irrecoverable balance loss.  The trolley is controlled by a trained researcher to 
match the forward progression of the participant.  This type of harness system has been proven to 
fit comfortably without impeding participants’ movement in a number of gait studies [35,84].  It 
prevents contact with the ground and any resulting injury after a loss of balance. 
 
4.2.5  Subject Clothing 
 
All participants wore spandex shorts and a sleeveless spandex top to optimize marker placement 
and minimize motion artifacts.  Additionally, participants all wore the same brand and model of 
polyvinyl chloride soled shoes, a common shoe sole material in the workplace.  Multiple sizes 
were available to assure a comfortable fit.  To prevent cross-contamination between trials, 
participants wore a clean pair of shoes after each contaminated trial.  All heels and soles were 
mechanically abraded to simulate normal wear prior to use.   
 
4.2.6  Contaminant 
 
To generate slips a contaminant was uniformly applied to the leading force plate, which was 
contacted by the left foot.  The contaminant consisted of a 75% glycerol to 25% water solution.  
Glycerol is water soluble, clear, and odorless allowing its application to be easily concealed from 
the subject.  Glycerol has been widely used in slip resistance testing [19].  The slip index of the 
vinyl tile, with and without the contaminant, was measured with the English XL slip meter 
device.  The dry vinyl tile was measured as .55, while the tile with the contaminant was 
measured at .03.  
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 4.3 EXPERIMENTAL PROTOCOL 
All participants were exposed to the same walking protocol.  The participant’s body was 
instrumented with the electrodes and reflective markers.  The participant was then equipped with 
the safety harness and allowed to practice walking as the researcher varied the starting point.  
This was done such that each foot struck one plate, with the left foot hitting the leading plate that 
would be contaminated during the slippery conditions.  During this process, the participant was 
instructed to look straight ahead and walk as naturally as possible at a self-selected comfortable 
pace throughout the experiment.   
Once a participant comfortably negotiated the gait path with both feet repeatedly hitting 
the appropriate force plates naturally, the data collection began.  The lights were dimmed to 
minimize unwanted reflections and detection of a contaminant by the participant.  The 
participant was  instructed (prior to each gait trial included in the experiment) to walk to the start 
of the gait path, face away from the walkway and listen to loud music for one minute, distracting 
him or her from the possible application of a diluted glycerol solution onto the floor.  At the end 
of this one-minute waiting period, the participant turned and walked forward while data were 
recorded.   
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 The participant was informed that the first few trials would be non-slippery to ensure 
natural gait.  Two to three dry trials were collected, “baseline dry” (BD).  Then, without the 
participant’s knowledge, the diluted glycerol solution (75% glycerol : 25% water) was applied to 
the floor of the leading, left foot, force plate and another gait trial was conducted, “unexpected 
slip” (US).  After the unexpected slippery trial, no more information regarding the floor’s 
contaminant condition was revealed for the next six trials.  Thus the subject did not know the 
floor’s condition, but was informed that there was a possibility of the contaminant being applied.  
Five dry trials were collected, “alert dry” (AD).   
To summarize, the conditions included in the protocol are the following: 
• Baseline Dry (BD) -The participant was informed that the first few trials would be 
dry, ensuring natural walking with no fear of slipping. Two to three good (both 
feet contact one and only one force plate) trials were collected. 
• Unexpected Slip (US) – The contaminant was applied without the participant’s 
knowledge.  After this trial, the participant is given clean shoes and the floor is 
cleaned. 
• Alert Dry (AD) - The participant was informed of the possibility of encountering 
a slippery floor prior to each of the next five dry trials.   
Only the first two trials in the AD conditions were considered for analysis to minimize any 
adaptation effects.  
The experimentation lasted approximately two hours.  During testing, participants walked 
along the gait path no more than 30 times with rest periods of at least one minute between trials.  
This effort is well below exertions that could lead to physical fatigue.  However, participants 
were reminded that if a break was needed during testing it would be provided to them. 
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 4.4 DATA PROCESSING AND ANALYSIS 
4.4.1  Data Processing 
 
Heel contact and toe off were identified from ground reaction forces.  EMGs were rectified and 
filtered at 50 Hz using a phase-less elliptical filter [36].  After filtering, EMGs were time 
normalized with respect to the left foot with 0% being HC and 100% as TO.  The mean (SD) 
stance duration was 834 (341) ms.  Each channel was peak normalized within subject using the 
average maximum calculated across the BD condition during the gait cycle [40]. 
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 4.4.1.1 Dry Trials    Onsets and offsets were determined automatically using a threshold of 
two standard deviations above activity during a typically quite period of the gait cycle and 
visually confirmed (Table 3).  Duration was calculated from the difference of the offset and onset 
for each muscle.  The magnitude of muscle activity was determined from the integrated EMG 
(iEMG), calculated by taking the integral from onset to offset.  Co-contraction index (CCI) was 
calculated based on the integrated (from -20% to HC and from HC to 20% into stance) ratio of 
the EMG activity of antagonist/agonist muscle pairs (TA/MG and VL/MH) using a modified 
version of the equation proposed by Rudolph [88].  The equation was modified slightly to 
account for time (Equation 1).  Lower EMG refers to the level of activity in the less active 
muscle and Higher EMG refers to the activity of the more active muscle.  This was done to avoid 
division by zero.  The ratio was then multiplied by the sum of the activity found in the muscle 
pair.  This provides an estimate of the relative activation of the two muscles as well as the 
magnitude of the co-contraction.  The resulting curve was then integrated over the pre-HC (-20% 
to HC) and post-HC (HC to 20%) time periods.  This value was divided by the time period, 20%, 
and the resulting index has a maximum value of two.   
 
Table 3: Dependent Variables: Dry Trials 
 
Temporal Integrated Other 
Onset CCI Slip Outcome§
Offset Magnitude PSV 
Duration   
§Each slip was classified as Non-Hazardous or Hazardous. 
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Equation 1: Modified CCI 
 
 
To summarize, the following EMG characteristic variables were calculated: 
• Onset – Start of muscle activation, [percent time] 
• Offset – End of muscle activation, [percent time] 
• Duration – Difference between the offset and onset, [percent time] 
• Magnitude – iEMG from onset to offset, [unit-less * percent time] 
• CCI – Integrated (from -20% to HC and from HC to 20%) ratio of the EMG 
activity of antagonist/agonist muscle pairs (TA/MG and VL/MH) , [unit-less] 
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 4.4.1.2 Contaminated Trials    Contaminated trials were categorized into non-hazardous (NH) 
and hazardous (H) by considering the peak velocity of the heel during a slip.  Peak slip velocity 
(PSV) was identified as the first local maximum horizontal velocity after 50 ms from heel strike 
using the velocity of the slipping heel virtual marker.  Hazardous slips were defined as having a 
PSV greater than 1.0 m/s.  The last trial of the BD condition was subtracted from the US trial 
within subject providing a difference in muscle activation during slipping.  Reactive onset and 
cessation were determined automatically using a threshold of two standard deviations above 
activity of the difference during a quite period of gait and visually confirmed.  In certain cases, 
muscle activation continued after a fall occurred.  In these situations, cessation was set to the 
time at which a fall occurred.  Latency is defined as the time between HC and reactive onset.  
The reactive duration was calculated from the difference of the cessation and reactive onset for 
each muscle.  The reactive magnitude of muscle activity was determined using the iEMG of the 
difference in activation during slipping, calculated by taking the integral from onset latency to 
cessation (Table 4).   
 
Table 4: Dependent Variables: Contaminated Trials 
 
Temporal Integrated Other 
Latency Reactive Magnitude Slip Outcome§
Cessation  PSV 
Reactive Duration   
§Each slip was classified as Non-Hazardous or Hazardous. 
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 To summarize, the following EMG characteristic variables were calculated: 
• Latency – Time from HC to start of postural reaction of muscle activations, 
[percent time] 
• Cessation – End of postural reaction of muscle activations, [percent time] 
• Reactive Duration – Length of postural reaction of muscle activations, [percent 
time] 
• Reactive Magnitude – iEMG of postural reaction of muscle activations from 
latency to cessation, [unit-less * percent time] 
 
4.4.2  Statistical Analysis 
4.4.2.1 Preliminary Analysis    An outlier analysis was performed on all experimental data 
using the jackknife distance method.  The distance for each observation is calculated with 
estimates of the mean, standard deviation, and correlation matrix that do not include the 
observation itself.  Three adults were excluded after an outlier analysis was performed using the 
jackknife distance method.  Next, plots were made to check for normality.  To compare 
qualitatively the EMG data collected in this experiment to previously published findings in 
young adults, an ensemble average of the time normalized and low-pass filtered EMG activity 
was computed for each muscle.  Time history plots were generated during the stance period.  
Additionally, EMG characteristics collected during the BD trials for each subject were 
descriptively summarized using bar plots, stratified by muscle and age group (young/old). 
Typical plots of EMG activation patterns during hazardous and non-hazardous slips were 
graphically compared to muscle activity collected in unperturbed baseline gait conditions.  A 
correlation analysis was performed on the EMG characteristics and PSV.  Scatter plots of each 
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 EMG characteristic were generated using anticipation condition to visualize potential 
differences.  To descriptively summarize how muscle activation patterns during gait in BD 
conditions may have affected the outcome of a slip (hazardous or non-hazardous) in young and 
older adults, bar plots were generated with the dependent variable on the y-axis being the EMG 
variable of interest, stratified by age group (young or older group) and by the hazardousness 
classification of the slip event on the x-axis.   
4.4.2.2 Muscle Activation Patterns during Unperturbed Gait    EMG characteristics collected 
during BD gait trials were statistically compared between young and older subject groups.  
Mixed linear ANOVA models were fit with the EMG response variable of interest as outcome, 
age group (young/old) as a fixed effect and subject within the age group as a random effect (two 
to three baseline trials per subject were averaged and included in the model). A significant effect 
of the age group factor was an indication of significant differences in baseline EMG 
characteristics between young and older adults. 
4.4.2.3 Reactive Strategies    Specific Aim 1: To identify the stance leg’s muscle activation 
patterns in the stance leg generated in response to an unexpected slip, and to investigate 
differences in these patterns between young and older adults. 
 
H.1)  In a response to an unexpected slip, the normalized reactive magnitude and latencies of 
the Medial Hamstring and Vastus Lateralis will be critical to a successful reaction, and 
furthermore, the knee flexors will have a faster latency than the knee extensors. 
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 As mentioned in the data processing section (Section 4.4.1.2), in order to differentiate the 
EMG response to the slip from baseline gait activity, the muscle activity collected during the BD 
trial immediately preceding the slip was subtracted from the data recorded in the unexpected slip.  
Latency, cessation and reactive magnitude were found.  Linear ANOVA models were fit with the 
latency, cessation and reactive magnitude as an outcome (one model per outcome variable), and 
with age (young/old), hazard (H/NH) and muscle as explanatory fixed effects.  This model also 
included the first order interaction terms of these fixed effects.  Appropriately constructed post-
hoc Tukey comparison tests were also performed as needed.  A significance level of p ≤ 0.05 
was used. 
 
H.2)  Responses associated with non-hazardous slips will have shorter latencies and greater 
magnitude compared to reactions associated with hazardous outcomes. 
H.3)  Young adults will react to unexpected slips with shorter latencies and a greater 
magnitude compared to older adults. 
 
In contrast to the analysis described in the previous section (a between-muscle analysis), 
the following analysis used within-muscle models.  Initially, the muscle-specific EMG variables 
of interest were descriptively summarized across subjects using bar plots, stratified by age group 
(young/old), and whether the slip was classified as a hazardous slip or non-hazardous slips (peak 
slip velocity < 1 m/s).  This allowed for an overall visual presentation of reactive strategies 
between young and older adults, in addition to whether or not the slip outcome was hazardous. 
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 Next, to formally test hypotheses 2 and 3, linear ANOVA models were fit with the 
muscle-specific EMG response variable of interest as outcome (one model/outcome), and age 
(young/old), hazard (H/NH) as fixed effects including their interaction term.  If the interaction 
term of age group and hazard was significant, appropriately constructed post-hoc Tukey 
comparison tests allowed statistical comparisons between young and older subjects in terms of 
difference in outcomes when subjected to hazardous and non-hazardous slips.  A significance 
level of p < 0.05 was used. 
The effects of PSV on EMG response was investigated using linear ANOVA models with 
PSV as outcome and age group, EMG characteristic as fixed effects and their interaction term.  
Finally, a stepwise regression analysis was conducted on peak slip velocity to identify the most 
critical predictors of slip severity.  The correlation between the explanatory variables identified 
by the stepwise regression was examined and these potential predictors were entered into a linear 
regression model as appropriate.  The outcome in this regression model was peak slip severity. A 
significance level of p < 0.05 was used. 
4.4.2.4 Proactive Strategies    Specific Aim 2: To investigate the proactive activation 
patterns of stance leg muscles in anticipation of a slippery floor, and to examine differences in 
these patterns between young and older adults. 
 
H.1)  Slippery surface warnings will result in earlier onsets and longer durations of the Medial 
Hamstring and Medial Gastrocnemius activity as well as increased co-contraction of 
both the upper and lower leg muscles compared to findings in locomotion on known dry 
surfaces. 
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 H.2)  Slippery surface warnings will result in greater co-contraction, delayed onsets and 
shorter durations of muscle activity in older than in young adults. 
 
First, the muscle-specific EMG variables of interest were descriptively summarized 
across subjects using bar plots, stratified by anticipation condition (BD/AD) and by age group 
(young/old).  This allowed for an overall visual presentation of proactive strategies adopted by 
young and older adults.  
Second, to formally test Hypotheses 1 and 2, mixed linear ANOVA models were fit with 
the muscle-specific EMG response variable of interest as outcome, anticipation condition 
(BD/AD) and age group (young/old) as fixed effects, subject within the age group as a random 
effect (two to three baseline trials per subject were averaged while two alert trials were averaged 
and included in the model), and fixed effect interaction terms.  If the interaction term of age 
group and anticipation condition was significant, appropriately constructed post-hoc Tukey 
comparison tests allowed statistical comparisons between young and older subjects in terms of 
difference in outcomes under BD and AD conditions.  A significant effect of the main 
anticipation condition factor would imply Hypothesis 1 is true, while H.2 will be accepted if the 
interaction term of age group and anticipation condition is significant.  A significance level of p 
≤ 0.05 was used. 
 
H.3)  Baseline gait muscle activation patterns characterized by earlier onset of the Medial 
Gastrocnemius and increased co-contraction will result in less severe slips as quantified 
by peak slip velocity. 
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 Quantitative testing of differences in baseline EMG characteristics between hazardous 
and non-hazardous slips in young and older adults was performed.  Specifically, linear ANOVA 
models were fit with the EMG response variable of interest collected in known dry conditions as 
outcome (one model/outcome), with age (young/old), hazard (H/NH) as fixed effects including 
their interaction term.  If the interaction term of age group and hazard was significant, 
appropriately constructed post-hoc Tukey comparison tests allowed statistical comparisons 
between hazardous and non-hazardous slips in terms of difference in baseline EMG 
characteristics in young and older subjects.  A significance level of p < 0.05 was used. 
The effects of EMG characteristics during normal gait on slip severity as measured by 
PSV were investigated using linear ANOVAs conducted on PSV using age (young/old), EMG 
parameter during normal gait and their interaction effect.  Finally, a stepwise regression analysis 
was conducted on peak slip velocity to identify the most critical predictors of slip severity 
collected in known dry conditions.  The correlation between the explanatory variables identified 
by the stepwise regression was examined and these potential predictors were entered in a linear 
regression model as appropriate with age as a covariate.  The outcome in this regression model 
was peak slip severity.  A significance level of p < 0.05 was used. 
To investigate the impact of MG 1 activation on ankle CCI, linear ANOVA models were 
fit with ankle co-contraction collected in known dry conditions as outcome (one 
model/outcome), with age (young/old), MG 1 activation (yes/no) as fixed effects including their 
interaction term.  If the interaction term of age group and activation was significant, 
appropriately constructed post-hoc Tukey comparison tests allowed statistical comparisons were 
conducted.  A significance level of p < 0.05 was used.   
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5.0      RESULTS 
 
5.1 MUSCLE ACTIVATION PATTERNS DURING UNPERTURBED GAIT 
In order to verify BD EMG profiles with previously reported profiles filtered at 10 Hz [111], the 
data were filtered using the 10 Hz zero-phase elliptical filter and normalized as described in 
section 4.4.1 (Figure 9).  Comparing to Figure 6, it is important to remember that 60% is TO 
since it is normalized to stride duration.  The data presented in this project is normalized to 
stance with 100% being TO.  The young adults’ ensemble averaged time series (± 1 SE) are 
shown in Figure 9.  Although secondary minor activity was present during gait, note that only the 
muscle activation around HC and the MG mid-stance was considered. 
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Figure 9: EMG profiles for baseline dry trials of young adults, mean values shown as a solid 
line.  Percent time is from HC to TO with HC being 0% and 100% as TO.  Dashed lines 
represent SE. 
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 Overall, the muscle activation patterns reported here during BD (Figure 9, Figure 10) 
were similar to those previously reported during gait by Winter [111] (Figure 6).  However, 
increased muscle activity of the MG was found around HC in four young adults (36%) and one 
older adult (11%) (Figure 10).  This is noted as MG 1 in Figure 10.  MG 2 refers to activation of 
the MG around 30% stance, typically seen during gait as the primary muscle activation of the 
MG.   
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Figure 10: BD muscle activation patterns normalized to percent stance with HC being 0% and 
100% as TO.  Onset corresponds to the right side of the bar and offset is the left side with 
duration being the length.  Young adults’ mean values, a, and older adults’ mean values, b, are 
provided.  The non-typical MG activity around HC, MG 1, was found in 36% of young adults 
and 11% of older adults.   * Denotes significant age-related difference in onset (located to the 
right of the bar) and duration (located above the bars).  SE bars shown. 
 
 
To investigate age-related differences in normal muscle activation patterns during 
unperturbed gait, mixed linear ANOVAs were conducted.  In general, there were few age-related 
differences in muscle activity during BD gait.  It should be noted that older adults (Figure 10b) 
activated their TA significantly sooner (p=.0336) than younger adults (Figure 10a) and had a 
shorter activation (p=.0041) of MG 2.  
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 5.2 REACTIVE STRATEGIES 
Young and older adults experienced hazardous slips at about the same rate:  64% (7/11) for 
younger subjects and 67% (6/9) for older subjects.  None of the slip events that were classified as 
non-hazardous based on the 1 m/s PSV threshold resulted in falls, while hazardous slips resulted 
in some recoveries, some falls, slips off the force plate, or harness-assisted recoveries.   
 
5.2.1  Qualitative Description 
 
To determine the sequence of muscle activations utilized in a reactive strategy, linear ANOVAs 
were conducted on the latency using age (young/old), hazard (H/NH), muscle and their 
interaction effects as independent variables.  The initial reaction to an unexpected slip consisted 
of the activation of the MH (21.9% stance, 175 ms), TA (24.2% stance, 189 ms), MG (26.1% 
stance, 219 ms) and VL (29.1% stance, 239 ms).  Overall, the MH was activated significantly 
sooner than VL and MG and the VL was activated after the MH and TA (p = .0021, Figure 11). 
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Figure 11: Mean activation latencies of postural reaction in percent time of stance leg muscles in 
response to a slip.  Non-significant results of post-hoc Tukey tests are provided (-).  SE bars 
given. 
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 Linear ANOVAs were conducted on the cessation and reactive duration using age 
(young/old), hazard (H/NH), muscle and their interaction effects as independent variables.  In 
general, hazardous slips were associated with significantly later cessations (p = .0113) and longer 
reactive durations (p = .0165, Figure 12, Figure 13).  Young adults showed significantly later 
cessations (p = .0230) and longer reactive durations (p = .0234) during hazardous slips compared 
to older adults.   
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Figure 12: Typical muscle activation patterns during a non-hazardous slip (gray) and one 
baseline dry gait trial (black).  (a): VL, (b): MH, (c): TA, (d): MG.  Muscle activity was 
magnitude normalized to the peak during baseline gait and time normalized to stance with HC 
being 0% and TO as 100%.  The end of slip was recorded at 27.4 % stance. 
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 It was noted that all muscles demonstrated a positive reactive magnitude during slipping 
(Figure 12, Figure 13).  Overall, hazardous slips had increased reactive magnitude compared to 
non-hazardous slips (p = .0001, Figure 12, Figure 13).  Generally, adults activated their upper leg 
muscles with significantly more reactive magnitude, compared to their activity during normal 
gait, than their lower leg muscles (p < .0001).  Hazardous slips were also characterized by higher 
reactive magnitude across muscles compared to non-hazardous slips in young adults compared to 
older adults (p = .0288).   
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  Figure 13: Typical muscle activation patterns during a hazardous slip (gray) and one baseline 
dry gait trial (black).  (a): VL, (b): MH, (c): TA, (d): MG.  Muscle activity was magnitude 
normalized to the peak during baseline gait and time normalized to stance with HC being 0% and 
TO as 100%.  The end of slip was recorded at 54.4 % stance. 
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 5.2.2  EMG differences between Hazardous and Non-Hazardous Events 
 
Trials were categorized into hazardous and non-hazardous by considering the peak velocity of 
the heel during a slip.  Hazardous slips were defined as having a PSV greater than 1.0 m/s.  
Young adults experienced hazardous slips at a rate of 64% (7/11).  Older adults experienced 
hazardous slips at a rate of 67% (6/9).    
5.2.2.1 Temporal Aspects of Muscle Activity    Similar temporal patterns of muscle 
activation strategies were noted between young and older adults (Figure 14).  Linear ANOVAs 
were conducted on the latency using age group, hazard (H/NH) and their interaction effect as 
independent variables to investigate differences in corrective reactions between hazardous and 
non-hazardous slip.  Interestingly, adults that experienced hazardous slips activated their VL 
significantly later than those who experienced non-hazardous slips (Figure 14a, Table 5), effect 
supported by the relatively high correlation between VL latency and PSV (Table 8).  
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Figure 14: Temporal aspects of muscle activation during reaction to an unexpected slip.  (a): 
VL, (b): MH, (c): TA, (d): MG.   The BD trial before the US trial was subtracted from the US 
trial leaving the reactive activity.  Bars represent reactive onset and cessation of muscle activity.  
Older adults are shown on the top while young adults are on the bottom.  Black bars correspond 
to hazardous slips and gray bars are non-hazardous slips.  Overall significance is given in top 
right corner of each graph.  SE bars given. 
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 Young adults showed later cessations and longer reactive durations compared to older 
adults.  Specifically, ANOVAs conducted on the cessation and duration using age group, hazard 
(H/NH) and their interaction effect as independent variables revealed that significantly longer 
reactive duration and delayed cessation were noted in the TA during hazardous slips (Figure 14, 
Table 6).  This tended to occur in the MH as well (Table 5).     
 
Table 5: Temporal Reaction Statistics: Upper Leg Muscles 
 
  VL MH 
  Latency Cessation
Reactive 
Duration Latency Cessation 
Reactive 
Duration 
Age       
Hazard .0021    .0609  
Interaction       
* Only p values < 0.1 are presented. 
 
Table 6: Temporal Reaction Statistics: Lower Leg Muscles 
 
  TA MG 
  Latency Cessation
Reactive 
Duration Latency Cessation 
Reactive 
Duration 
Age     .0820  
Hazard  .0057 .0041    
Interaction  .0843     
* Only p values < 0.1 are presented. 
 
5.2.2.2 Reactive Magnitude    Linear ANOVAs conducted on the reactive magnitude using 
age group, hazard (H/NH) and their interaction returned both MH and TA as having significant 
increases in reactive magnitude during hazardous slips (Figure 15, Table 7).     
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Figure 15: Reactive magnitude of muscle activation during reaction to an unexpected slip.  (a): 
VL, (b): MH, (c): TA, (d): MG.   The BD trial before the US trial was subtracted from the US 
trial leaving the reactive activity.  Bars represent reactive magnitude.  Young adults are shown 
left while older adults are on the right.  Black bars correspond to hazardous slips and gray bars 
are non-hazardous slips.  Overall significance is given in top right corner of each graph.  SE bars 
given. 
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Table 7: Reactive Magnitude Statistics 
 
  VL MH TA MG 
Age     
Hazard  .0124 .0026  
Interaction   .0527  
* Only p values < 0.1 are presented. 
 
5.2.3  EMG characteristics and slip severity as measured by PSV 
 
Certain EMG characteristics were highly correlated to PSV (Table 8).  The highest correlation 
was noted between VL latency and PSV (Table 8).  MH cessation and TA cessation were also 
moderately correlated to PSV (Table 8).  Additionally, all reactive magnitudes, except MG, were 
correlated to PSV (Table 8).  Thus, an increased magnitude of reaction was required for slips 
with greater PSV except at the MG.  Reactive magnitude was also correlated to cessation within 
muscles (Table 8).  This is appropriate since cessation was utilized as the end point for 
integration in calculating reactive magnitude.      
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Table 8: Correlation of Slip Reaction Variables 
 
PSV VL MH TA MG VL MH TA MG VL MH TA MG
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L 1 .13 .50 -.01 .40 -.04 .27 .12
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 To investigate the relationship between PSV and highly correlated variables, linear 
ANOVAs were performed on PSV using age group, EMG characteristic and their interaction 
effect.  A delayed VL latency was associated with more severe slips as measured by the PSV (p 
= .0007, Figure 16a).  Additionally, later MH cessations tended to be associated with increases in 
slip severity (p = 0.061, Figure 16b).  A delayed silencing of the TA was associated with more 
severe slips (p = .0426, Figure 16c).  Similarly, increased reactive magnitude of the TA was seen 
as PSV increased (p = .037, Figure 16c).  Age effects and their interaction with these EMG 
characteristics were not significant. 
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Figure 16: (a): VL Latency vs. PSV, (b): MH Cessation vs. PSV, (c): TA Cessation vs. PSV, 
(d): TA Magnitude vs. PSV.  Young adults are noted by triangles while older adults are noted by 
a circle.  Black symbols correspond to hazardous slips and gray symbols are non-hazardous slips.  
PSV greater than 1 mm/s signify a hazardous slip. 
 
54 
 A stepwise regression analysis was performed in an attempt to identify EMG 
characteristics that were associated with a successful reactive strategy, decreased PSV.  The 
output of the stepwise regression yielded three variables: VL latency, MH cessation, TA latency.  
These variables were used as independent variables in a multivariate regression model to predict 
PSV (Table 8, Figure 17).  Note that the dependent variables used in this regression model were 
not correlated to each other (|r| < .25, Table 8) and therefore supplied relatively independent 
contributions to the model.  
The multivariate regression analysis revealed a significant relationship between PSV and 
VL latency (p < 0.0001).  Specifically, increases in VL latency were associated with severe slips 
as measured by the PSV (Figure 17).  In addition, later MH cessations tended be associated with 
increases in slip severity (p = 0.06, Figure 17).  Finally, there was no significant association 
between TA latency and PSV (p = 0.12).  The overall model resulted in a R2 value of 0.78.    
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Figure 17: 3D plot of MH Cessation and VL Latency vs. PSV.  PSV greater than 1 mm/s signify 
a hazardous slip.  Delayed VL latency and MH cessation were associated with increased PSV.  
The overall model had a R2 value of 0.78. 
 
In summary, reactive muscle activation patterns, which were similar among young and 
older adults, were scaled to slip severity with hazardous slip reactions consisting of longer, 
higher magnitude responses of the MH and TA.  Additionally, a delayed VL latency and MH 
cessation were associated with an increased slip severity.   
 
5.3 PROACTIVE STRATEGIES 
Following an unexpected slip, no more information regarding the floor’s contaminant condition 
was revealed for the next trials.  The participant did not know the floor’s condition, but was 
informed that there was a possibility of the contaminant being applied.  Onset, offset, duration 
and magnitude of muscle activity were determined.  Anticipation effects were investigated using 
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 mixed linear ANOVAs conducted on the onset, offset, duration, magnitude and ankle and knee 
co-contraction using age (young/older) and anticipation condition (BD/AD) as fixed effects, 
subject within the age groups as a random effect and their interaction terms as independent 
variables.  Tukey comparison tests were performed to further investigate differences due to the 
effect of interaction, if the factor was significant.   
 
5.3.1  Temporal Aspects of Muscle Activity 
 
Younger adults activated their MH significantly earlier in stance compared to older adults (Table 
9).  Additionally, younger adults activated their MH significantly longer when anticipating a 
slippery surface compared to older adults (Figure 18b, Table 9).  Younger adults tended to utilize 
a similar strategy when activating their TA longer during AD (Figure 18c, Table 10).   
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Figure 18:  Temporal effect of anticipation on muscle activations during gait.  Bars represent 
reactive onset and offset of muscle activity.  (a): VL, (b): MH, (c): TA, (d): MG, MG 1 shown on 
left and MG2 shown on right.  MG 1, was found in 54% of young adults and 67% of older 
adults.   Older adults are shown on the top while young adults are on the bottom.  Black bars 
correspond to alert dry and gray bars are baseline dry.  Please see tables 5 and 6 for significance.  
Significant results of post-hoc Tukey tests of offset are provided (*).  SE bars given. 
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 During AD condition, notably more subjects activated their MG around HC, termed MG 
1.  In addition to the four young adults and one older adult, two more young adults and five 
additional older adults activated their MG around HC, resulting in a total of six young adults 
(54%) and six older adults (67%) that utilized this strategy.  Activation of the MG 1 lasted 
significantly longer during AD compared to BD (Table 10).  Regardless of MG 1 activation, 
younger adults tended to activate their MG 2 sooner than older adults as well as significantly 
longer (Table 10).  When warned of the possibility of a slippery surface, both young and older 
adults activated their MG 2 significantly sooner and maintained activation for a longer period of 
time (Figure 18d, Table 10).  Additionally, when anticipating a slippery surface, older adults’ 
offset occurred significantly sooner in stance than young adults (Table 10).  Anticipation had no 
significant effect on the activity of the VL in both the young and older adults (Figure 18a, Table 
9).   
  
Table 9: Temporal Aspects of Muscle Activity Statistics: Upper Leg Muscles 
 
  VL MH 
  Onset Offset Duration Onset Offset Duration 
Age    .0214   
Condition       
Interaction     .0060 .0011 
* Only p values < 0.1 are presented. 
 
Table 10: Temporal Aspects of Muscle Activity Statistics: Lower Leg Muscles 
 
  TA MG 1 MG 2 
  Onset Offset Duration Onset Offset Duration Onset Offset Duration
Age       .0642 .0205 .0003 
Condition     .0580 .0323 .0006  .0401 
Interaction  .0769 .0509     .0465  
* Only p values < 0.1 are presented. 
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 5.3.2  Magnitude and Co-contraction 
 
Magnitude was calculated as the iEMG from onset to offset of each muscle.  In general, except 
for TA, alerting older and younger adults of the possibility of a slippery surface resulted in 
increased magnitude of activation (Table 11).  The greatest increase in magnitude was noted in 
MH and MG 1 (Figure 19).  Also, young adults increased their MH magnitude significantly more 
than older adults when anticipating a slippery surface (Table 11). 
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Figure 19: Magnitude effect of anticipation on muscle activations during gait.  (a): VL, (b): MH, 
(c): TA, (d): MG, MG 1 shown on left and MG2 shown on right.  Young adults are shown on the 
left while older adults are on the right.  Black bars correspond to alert dry and gray bars are 
baseline dry.  Overall significance is given in top right corner of each graph.  Significant results 
of post-hoc Tukey tests are provided (*).  SE bars given. 
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Table 11: Magnitude Statistics 
 
  VL MH TA MG 1 MG 2 
Age      
Condition .0007 <.0001  .0462 .0552 
Interaction  .0119    
* Only p values < 0.1 are presented. 
 
Anticipation resulted in a significant increase of co-contraction at the ankle and knee in 
both age groups (Figure 20, Table 12).  There were no interaction effects of age and condition.  
Pre-HC co-contraction increased by an average of 27.5 % at the ankle and 27.7% at the knee 
during AD conditions across both age groups (Figure 20a, Figure 20c).  Similarly, anticipation 
resulted in an average increase of 30.5 % at the ankle and 35.9% at the knee of post-HC co-
contraction (Figure 20b, Figure 20d).   
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Figure 20: Effect of anticipation on co-contraction during gait.  (a): co-contraction at the knee 
pre-HC, (b): co-contraction at the knee post-HC, (c): co-contraction at the ankle pre-HC, (d): co-
contraction at the ankle post-HC.  Young adults are shown on the left while older adults are on 
the right.  Black bars correspond to alert dry and gray bars are baseline dry.  Overall significance 
is given in top right corner of each graph.  SE bars given. 
 
63 
 Table 12: CCI Statistics 
 
  -20% to HC HC TO 20% 
  Knee Ankle Knee Ankle 
Age     
Condition <.0001 .0039 <.0001 .0023 
Interaction     
* Only p values < 0.1 are presented. 
 
In summary, anticipating slippery surfaces affected temporal aspects, magnitude and co-
contraction of the stance leg muscles. 
 
5.4 INITIAL CONDITIONS 
To investigate differences in EMG characteristics during baseline dry gait between participants 
that experienced hazardous and non-hazardous slips, linear ANOVAs were conducted on 
temporal aspects, EMG magnitude and co-contraction using hazard (N/NH), age (young/old) and 
their interaction as independent variables.  Co-contraction at the ankle pre-HC (p = .0357) and 
post-HC (p = .001) was significantly different between hazardous and non-hazardous groups.  
Adults that normally walked on dry floors with greater co-contraction around HC at the ankle 
experienced non-hazardous slips (Figure 21). 
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Figure 21: Effect co-contraction during gait on slip severity as measured by hazardous 
condition.  (a): co-contraction at the knee pre-HC, (b): co-contraction at the knee post-HC, (c): 
co-contraction at the ankle pre-HC, (d): co-contraction at the ankle post-HC.  Young adults are 
shown on the left while older adults are on the right.  Black bars correspond to hazardous slips 
and gray bars are non-hazardous slips during the unexpected slip.  Overall significance is given 
in top right corner of each graph.  SE bars given. 
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 To investigate the effects of EMG characteristics during normal gait on slip severity as 
measured by PSV, linear ANOVAs were conducted on PSV using age (young/old), EMG 
parameter during normal gait and their interaction effect.  Co-contraction at the ankle pre-HC 
tended to be greater as PSV decreased (p = .0881, Figure 22).  Additionally, ankle co-contraction 
post-HC was significantly less in adults who experienced more severe slips as measured by PSV 
(p = .0012, Figure 22).  Adults that normally walked on dry floors with less co-contraction 
around HC at the ankle experienced more severe slips as measured by PSV (Figure 22). 
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Figure 22: (a): CCI Ankle Pre-HC vs. PSV, (b): CCI Ankle Post-HC vs. PSV.  Young adults are 
noted by triangles while older adults are noted by a circle.  Young adults are noted by triangles while 
older adults are noted by a circle.  Black symbols correspond to hazardous slips and gray symbols 
are non-hazardous slips during an unexpected slip.  PSV greater than 1 mm/s signify a hazardous 
slip.   
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 Increased co-contraction at the ankle can be attributed to the activation of MG around 
HC, MG 1.  To investigate the relationship between MG 1 activation and ankle co-contraction, 
linear ANOVAs were conducted on ankle CCI using age (young/old), MG 1 activation (yes/no) 
during normal gait and their interaction effect.  Both co-contraction at the ankle pre-HC (p < 
.0001) and post-HC (p = .0010) were significantly greater when adults activated MG 1 (Figure 
23).  In addition, age-related differences were noted as older adults demonstrated a higher CCI at 
the ankle post-HC compared to young adults (p = .0224, Figure 23).   
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Figure 23: Effect of MG 1 activation on ankle co-contraction during normal gait.  (a): co-
contraction at the ankle pre-HC, (b): co-contraction at the ankle post-HC.  Young adults are 
shown on the left while older adults are on the right.  Black bars correspond to lack of MG 1 
activation and gray bars are MG 1 activation.  Overall significance is given in top right corner of 
each graph.  SE bars given. 
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 A stepwise regression analysis was performed to identify EMG characteristics of normal 
gait on dry floors that are associated with decreased slip severity, decreased PSV.  The output of 
the stepwise regression yielded three variables: CCI of the ankle post-HC, TA onset and VL 
onset.  MG 1 could not be included in the analysis due to the small number of subjects that 
demonstrated activation.  These previously mentioned variables were used as independent 
variables in a multivariate regression model to predict PSV (Table 13, Figure 24).  Dependent 
variables used in this regression model were moderately correlated to each other (|r| < .5, Table 
13) supplying relatively independent contributions to the model.  
 
 
Table 13: Partial Correlation: Initial Conditions 
  PSV CCI Ankle Post-HC TA Onset VL Onset 
PSV 1 -.529 -.188 .004 
CCI Ankle Post-HC   1 -.427 -.137 
TA Onset     1 .311 
VL Onset       1 
 
 
 
The multivariate regression analysis revealed a significant relationship between PSV and 
ankle co-contraction post-HC (p = .0033).  Specifically, increases in CCI resulted in less severe 
slips as measured by the PSV (Figure 24).  Delayed TA onset also significantly decreased slip 
severity (p = 0.031, Figure 24).  There was no significant association between VL onset and PSV 
(p = 0.75).  The overall model resulted in a R2 value of 0.49.    
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Figure 24: 3D plot of Ankle Co-Contraction Post-HC and TA Onset vs. PSV.  PSV greater than 
1 mm/s signify a hazardous slip.  Increased ankle co-contraction post HCD and delayed TA onset 
during baseline dry gait were associated with increased PSV during an unexpected slip.  The 
overall model had a R2 value of 0.49. 
 
In summary, greater co-contraction at the ankle around HC during normal gait resulted in 
less severe slips.  Specifically, decreased ankle co-contraction post-HC and an earlier TA onset 
during normal gait on dry floors resulted in more severe slips as measured by PSV. 
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6.0      DISCUSSION 
 
This research focused on muscle activation patterns generated in response to slipping and 
anticipation of slippery surfaces.  Muscle activation patterns reveal insight into how corrective 
reactions are generated and carried out when balance is unexpectedly perturbed by an 
unanticipated naturally occurring slip (reactive strategies).  This project, which focused on the 
muscle activation patterns of the stance/slipping leg, differentiated lower extremity muscle 
responses of the VL, MH, TA and MG between hazardous and non-hazardous slips.  
Additionally, muscle activity when anticipating slippery floors during gait on dry surfaces was 
examined to provide information about how people change their gait to reduce the likelihood of a 
slip (proactive strategies).  Age-related differences in both reactive and proactive strategies were 
also investigated.  Initially, subjects were informed that the first few trials would be dry, ensuring 
natural walking (BD).  The contaminant was applied without the subjects’ knowledge (US).  
Subjects were then informed of the possibility of encountering a slippery floor prior to each trial 
(AD).  In summary, this study investigated the relationship between the muscle activation 
patterns of the stance leg and slipping severity, as well as the impact of anticipation and aging on 
this relationship. 
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 6.1 MUSCLE ACTIVATION PATTERNS DURING UNPERTURBED GAIT 
Overall, experimental EMG profiles during BD were similar to those previously reported [111], 
thus suggesting that natural gait was achieved during BD conditions.  These similarities included 
the activation of the VL around -20% until 35% stance.  MH was typically active from -25% 
stance until approximately 20% stance.  Subjects activated their TA shortly before HC and 
continued activation until 25% stance.  Primary activation of the MG, MG 2, initiated around 
30% stance and subsided around 80%.  Few age-related differences, for example temporal 
aspects of the TA and MG 2, in muscle activation patterns during unperturbed gait were found.  
No previous literature that reported age-related inequalities in EMG during gait was found.  
Overall, the results reported here show that older adults considered in this study (60.44 yrs) 
utilized similar muscle activation patterns during unperturbed gait compared to young adults. 
Interestingly, there was some atypical increased muscle activity of the MG around HC, 
MG 1, present in four young adults (36%) and one older adult (11%).  This type of variable 
activity of the plantarflexors around HC has been noted previously during normal gait [37].  The 
activity contributed to an increase in co-contraction with the TA that might have a role in the 
control of foot positioning.  The appearance of MG 1 might also contribute to decreased foot-
floor angle at heel contact which in turn decreases the likelihood of a slip [16,18].     
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 6.2 REACTIVE STRATEGIES 
Significant differences in temporal and magnitude aspects of muscle activity during a naturally 
occurring unexpected slip compared to gait on dry floors were found.  Similar temporal patterns 
of muscle activation strategies were noted between young and older adults. The initial reaction to 
a slip consisted of the mean activation of the MH (21.9%), followed by the TA (24.2%), MG 
(26.1%) and finally, the VL (29.1%).  VL latency was an important aspect of the corrective 
reaction as adults that experienced hazardous slips activated their VL significantly later than 
those who experienced non-hazardous slips.  Additionally, MH cessation was also important in 
the corrective reaction as adults tended to have a delayed cessation during hazardous slips 
compared to non-hazardous.  In general, the response to an unexpected slip was scaled to its 
severity.  Hazardous slips were associated with significantly later cessations and longer reactive 
durations, as well as, increased reactive magnitude compared to non-hazardous slips, specifically 
seen in both MH and TA.  Age-related differences were noted as young adults demonstrated a 
longer more, powerful muscle response to hazardous slips compared to older adults.  
 Previous studies on the kinematics and kinetics of slip events noted the onset of 
corrective reactions around 25% of stance and continue through 45% of stance [15].  Therefore, 
muscle activations in response to an unexpected slip should have latencies around 20% stance.  
The latencies reported here, with mean activations of the MH (21.9%), TA (24.2%), MG (26.1%) 
and VL (29.1%), were consistent with previously reported corrective joint moments.  
Additionally, increased magnitude was noted in the lower leg muscles during a simulated slip 
which has been seen previously [24,25,27,65,68,98].  Recent research suggests that more active 
control of the hip and knee compared ankle, which acts as a passive joint with no net moment, is 
important in successfully reacting to a perturbation [15,27,29].  Reactive strategies included 
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 increased knee flexion moment and hip extension moment.  Increased knee flexion and forward 
rotation of the shank were also seen in an attempt to bring the foot back towards the body [15].  
This research supported the importance of knee and hip corrective reactions compared to the 
ankle in a successfully recovery attempt during an unexpected slip.    
Slips were categorized using a PSV threshold of 1.0 m/s into hazardous and non-
hazardous.  This threshold of 1.0 m/s was chosen based upon velocities for larger slips reported 
in previous studies [53,95].  Classifying slip severity rather than differentiating falls from 
recoveries avoids slip outcome determination issues for hazardous slips where recovery efforts 
are potentially assisted through reliance on the safety harness, slipping completely off of the 
contaminated force plate, or other indeterminate ground contact.  None of the slip events 
classified as non-hazardous resulted in falls, while hazardous slips resulted in some recoveries, 
some falls, slips completely off of the force plate, or harness-assisted recoveries.  A PSV rather 
than a SD threshold was chosen to avoid distance underestimates resulting from similar potential 
assistance, which do not affect the PSV for larger slips.  Young and older adults experienced 
hazardous slips at about the same rate for this study:  64% (7/11) for younger subjects and 67% 
(6/9) for older subjects.   
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 The initial reaction to an unexpected slip consisted of the activation of the MH (21.9% of 
stance), TA (24.2% of stance), MG (26.1% of stance) and VL (29.1% of stance).  Overall, the 
MH was activated significantly sooner than VL and MG.  Increased magnitude of the MH was 
also present during an unexpected slip.  This initial activation of the MH would result in 
increased knee flexion and an increased knee flexion moment.  Both of which have been reported 
as the initial phase of the corrective reaction to a slip.  This flexion reaction of the knee resulted 
in a rearward motion of the foot towards the body to stop the slip.  Increased knee flexion 
occurred with an increased hip extension moment [15].  This can be attributed to the continued 
muscle activation of the MH and increased reactive magnitude of the MH demonstrated by 
adults. 
Previous literature reported a secondary phase of the corrective reaction which consisted 
of knee extension and hip extension [15].  In order to accomplish this, adults would have to turn 
off their MH and activate their VL.    The VL was consistently activated last by both young and 
older adults.  This delayed activation of the VL, a knee extensor, supports the secondary 
corrective reaction mentioned above.  This secondary reaction allows subjects to translate their 
COM over their BOS, a more stable position [69].  Thus, progressing the COM forward and 
continuing the gait cycle.  This strategy also advances the subject off of the slippery surface 
quicker.   
Overall, the response to an unexpected slip was scaled to its severity.  Hazardous slips 
were associated with significantly later cessations and longer reactive durations, as well as, 
increased reactive magnitude compared to non-hazardous slips.  It is worth noting that it is 
difficult to comment on the cessation and duration of hazardous slip reactions.  In the case of a 
fall, cessation and duration are actually greater than the calculated parameters since cessation 
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 was stopped at the end of the slip defined as the point where a subject slipped off the force plate 
or was assisted by the harness.  This was done to avoid issues surrounding hazardous slips were 
recovery efforts are potentially assisted through reliance on the safety harness or other 
indeterminate ground contact.  Thus, it is probable that longer reactive durations and delayed 
cessations were present in muscles during hazardous slips but not found due to the premature 
cessation time.  This is also the case for reactive magnitudes since the end point of integration is 
cessation.  In other words, a premature cessation would result in a larger than reported reactive 
magnitude. 
Specifically, significantly longer reactive duration and delayed cessation were noted in 
the TA during hazardous slips.  This tended to occur in the MH as well.  However, with the 
previously mentioned limitations, it is probable that MH cessation and duration would be 
significantly delayed in hazardous slips.  In addition, both MH and TA showed significant 
increases in reactive magnitude during hazardous slips.  Interestingly, adults that experienced 
hazardous slips activated their VL significantly later than those who experienced non-hazardous 
slips.  In addition, VL latency was highly correlated to PSV. 
An attempt was made to identify EMG characteristics that are associated with a 
successful reactive strategy, i.e. decreased PSV.  VL latency and MH cessation, neither of which 
was highly correlated to each other, were used in a regression model to predict PSV after a 
stepwise regress analysis identified these variables as potential predictors of slip severity.  The 
overall model resulted in a R2 value of 0.78.  The analysis revealed a significant relationship 
between PSV and VL latency.  Specifically, increases in VL latency were associated with more 
severe slips as measured by the PSV.  Delayed MH cessations tended to increase slip severity as 
well.  This result may have been affected by the limitations of cessations when considering falls. 
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 A delayed VL activation in response to a slip would result in a delayed secondary phase 
of the corrective reaction, increased knee extension and increased hip flexion.  Activating the VL 
later, as was the case in hazardous slips, would result in a greater distance between the COM and 
BOS later in the slip, an unstable position [69].  The later MH cessation would also cause an 
overall increase in knee flexion and hip extension later in the slip, the exact opposite of the result 
achieved by the secondary phase of a successfully corrective reaction.  It is also not efficient to 
maintain MH activation when trying to achieve knee extension.  Previous research found that 
decreased knee extension later in stance was pronounced in fall cases [15].  This decreased knee 
extension later in stance does not aid in forward progression of the COM and continuation of the 
gait cycle.  Therefore, the subject would remain on the slippery surface longer, possibly 
increasing the severity of the slip that they were trying to recover from and eventually fall.  An 
increase in the duration and severity of a slip would require a longer reaction, resulting in 
delayed cessations and increased reactive magnitude, both of which were noted in hazardous 
slips. 
Significant contributions at the ankle in response to an unexpected slip were not found.  
An increased magnitude of the TA, as well as delayed cessation and longer duration, was noted 
during hazardous slips.  These changes in the lower leg were only demonstrated during 
hazardous slips and may be attributed to the scaled response seen during hazardous slips.  This 
activation of the TA during hazardous slips would result in the delayed achievement of foot-flat, 
an important aspect in slip recovery and continuation of gait.    Aspects of TA activation were 
not found to be important in the successfully corrective reactions to a slip and may have hindered 
a recovery attempt.  Researchers have previously reported a less active role at the ankle compare 
to the knee and hip in response to a slip [15,27,29].  It is also possible that increased reactive 
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 magnitude noted in the lower leg muscles resulted in an increase in co-contraction at the ankle.  
Stiffening of the ankle may be an important reaction in hazardous slips.  The ankle was found to 
act as a passive joint with no net moment [15].  It is important to note that increased co-
contraction, which could be beneficial to a slip reaction, would still result in no net moment at 
the ankle.  Results reported here support these findings that a more active control of the hip and 
knee compared to the ankle is critical to corrective reactions during an unexpected slip. 
Age-related differences were noted as young adults showed significantly later cessations 
and longer reactive durations compared to older adults.  Overall, hazardous slips tended to be 
associated with higher reactive magnitude compared to non-hazardous slips in young adults 
compared to older adults.  When experiencing a hazardous slip, young adults demonstrated a 
longer, more powerful response.  Similar age-related limitations in temporal and reactive 
magnitude in response to a perturbation have been reported previously [2,97,99].  This difference 
might be directly related to the reduced lower extremity strength or ability to generate powerful, 
fast responses reported in older adults [62,101,113].  Implying that older adults have a higher 
incidence of falls because they simply can’t react with the power needed to recover from an 
unexpected slip.     
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 6.3 PROACTIVE STRATEGIES 
Anticipating slippery surfaces affected temporal aspects, magnitude and co-contraction of the 
stance leg muscles.  In general, anticipation of a slippery surface resulted in earlier onsets and 
longer durations of flexors muscles as well as other temporal age-related differences.  Notably 
more subjects activated their MG around HC, MG 1.  Anticipation had no significant effect on 
the activity of the VL.  Except for TA, alerting older and younger adults of the possibility of a 
slippery surface resulted in increased magnitude of activation.  Anticipation also resulted in a 
significant increase of co-contraction at the ankle and knee in both age groups. 
Previously published literature has shown that when provided with knowledge about 
possible surface characteristics, people change their gait [57,73,99].  The EMG results reported 
here can help explain how these anticipation-related effects are generated. Gait adaptations 
during anticipation include reduction in stance duration, shorter normalized stride length, 
reduced foot-floor angle and slower vertical heel velocity at HC [16,18,64].   These adaptations 
resulted in an overall reduction in the peak required coefficient of friction, thus decreasing slip 
and fall potentials [12,13,16,35,82,83,96].  Increased activity, as well as temporal changes, of the 
MH and MG would result in the aforementioned adaptations.  Additionally, these gait 
adaptations led to a significant reduction in joint moments at the knee and hip [16].   A change in 
joint moments results from an overall change in muscle activity.  For example, an increased knee 
flexion moment and hip extension moment when anticipating slippery surfaces can be partially 
attributed to increases in MH and MG activation.  Thus, changes in muscle activation patterns 
reported here provide an explanation for the kinematic and kinetic changes previously identified 
during anticipation [16,18].   
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 Significant changes were noted in the temporal aspects of muscle activation when 
anticipating a slippery surface.  Younger adults activated their MH earlier in stance.  The 
primary MH activation during gait serves to decelerate the swinging leg and slow down the foot.  
Earlier activation of MH, demonstrated by young adults, would result in a slower foot at HC 
[111].  This strategy has been seen previously when anticipating a slippery surface and would 
result in a decreased slip potential [16,18].  Additionally, younger adults’ MH activation was 
significantly longer when anticipating a slippery surface compared to older adults.  After HC, the 
MH serves as a hip extensor to assist in controlling the forward rotation of the thigh and stabilize 
the pelvis to prevent forward acceleration of the trunk [111].  Only young adults’ longer 
activation of MH aided in this control and stabilization.  This age-related difference in muscle 
activation duration has been noted previously under anticipation effects [114]. 
No significant changes were found in the temporal aspects of the VL.  However, both the 
VL and MH showed a significant increase in magnitude during anticipation across both age 
groups resulting in increased co-contraction pre and post HC at the knee.  It is unclear if this 
amount of co-contraction is helpful or harmful in anticipating a slippery surface.  A certain 
amount of increased co-contraction attenuates the upper leg muscles in case a recovery attempt 
was needed it could be initiated quicker.  It is also possible that too much co-contraction would 
result in stiffening the knee joint, hindering a quick reaction.  Interestingly, young adults 
increased their MH magnitude significantly more than older adults when anticipating a slippery 
surface.  This, in addition to the above mentioned temporal changes found in the MH, would 
result a slower leg and foot at HC compared to older adults, therefore, decreasing the slip and fall 
potential in young adults.   
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 Muscle activation adaptations were also found in the lower leg when anticipating a 
slippery surface.  A-priori knowledge of the possibility of a slippery surface resulted in notably 
more subjects activating their MG around HC, MG 1.  In addition to the four young adults and 
one older adult, two more young adults and five additional older adults demonstrated activation 
of MG 1, resulting in a total of six young adults, 54%, and six older adults, 67%.  Activation of 
the MG 1 would result in a decrease in foot-floor angle at HC.  Overall, activation of the MG 1 
lasted significantly longer during anticipation, which would result in achieving foot flat sooner in 
stance, reducing slip potential [16,18,83].  This strategy was adopted more often in older adults 
as their offset occurred significantly later in stance than young adults.  The primary activation of 
the MG during gait helps to reach foot flat, fine turns forward rotation of the leg by controlling 
knee flexion and provides a burst of power to initiate TO.  Increasing MG 2 would assure that 
there is not an excessive amount rotation that would result in an undesired increase in knee 
flexion [111].  When warned of the possibility of a slippery surface, both young and older adults 
activated their MG 2 significantly sooner and maintained activation for a longer period of time in 
attempts to control the amount of knee flexion and advance the gait cycle quicker in preparation 
for TO.     
Younger adults tended to activate their TA longer during AD compared to older adults.  
The TA typically peaks after HC to control the rotation of the foot to foot flat.  After foot flat, it 
has been noted to play a minor role in pulling the leg forward over the foot [111].  Advancing the 
center of mass over the BOS quicker shortens the stance duration and allows for continuation of 
forward progress without great disturbance, if a perturbation occurred, to the normal gait pattern.  
No significant increase in the magnitude of TA was found during anticipation, however, both 
MG 1 and MG2 showed significant increases in magnitude.  Increased magnitude and 
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 occurrence, as well as temporal changes, of the MG 1 resulted in an overall increase of co-
contraction pre and post HC at the ankle for both age groups.  This co-contraction at the ankle 
may play a role in the control of foot positioning [37].  Increased co-contraction might also make 
it more difficult to initiate a slip if the ankle joint is stiffer.  Additionally, the increased 
magnitude of MG 1 without a significant change in TA indicates a possible source for reduction 
in foot-floor angle at HC, thus decreasing the slip and fall potential in both young and older 
adults. 
Previous research has shown that adaptation to repeated exposure revealed that healthy 
older adults were fully capable of learning to better recover from or adjust to a perturbation 
[72,73].  Similarly, both young and older adults adapted their muscle activation patterns during 
their gait when anticipating a slippery surface.  However, certain age-related differences were 
noted among temporal aspects of the stance leg flexors.  Young adults activated their MH and 
MG significantly sooner and longer than older adults during anticipatory conditions.  Increased 
muscle activation duration of young adults compared to older adults has been previously 
reported under similar conditions [114].  Additionally, young adults increased the magnitude of 
their MH significantly more when anticipating a slippery surface compared to older adults.  
These age-related differences in the stance leg’s flexor muscles would result a slower leg and 
foot at HC compared to older adults.  Thus, young adults would be at a decreased risk for a slip 
and fall when anticipating a slippery surface.  This difference in proactive strategies employed 
by young adults might explain the decreased adaptability seen in older adults.     
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 6.4 INITIAL CONDITIONS 
 
Previous research noted certain factors of normal gait that influenced peak slip velocity [96] and 
thus, fall potential [9,57].  EMG characteristics during normal gait on dry floors were 
investigated to determine why, given the same environmental conditions, some slips are shorter, 
slower and require little or no reactive response to stop the slipping foot.  It was found that 
increased co-contraction at the ankle around HC during normal gait was associated with less 
severe slips.  Specifically, decreased ankle co-contraction post-HC and an earlier TA onset 
during normal gait on dry floors was noted in adults who experienced more severe slips as 
measured by PSV.  These changes in muscle activation patterns represent an increase in foot-
floor angle at HC, previously shown to increase slip potential [16,18,63,64]. 
Co-contraction at the ankle pre-HC and post-HC was significantly greater in adults that 
experienced non-hazardous slips compared to those who experienced hazardous slip.  Similar 
findings were noted with increased PSV.  Adults that normally walked on dry floors with less co-
contraction around HC at the ankle experienced more severe slips as measured by PSV.  A 
stepwise regression analysis was performed to identify EMG characteristics of normal gait on 
dry floors that are associated with decreased slip severity, decreased PSV.  A significant 
relationship between PSV and ankle co-contraction post-HC was revealed.  Specifically, 
increases in CCI were associated with less severe slips as measured by the PSV.  In addition, 
delayed TA onset was also significantly related to decreased slip severity. 
It is possible that both increased ankle co-contraction post-HC and delayed TA onset 
caused decreased foot-floor angle at HC.  The TA is a dorsiflexor, so delaying the onset of the 
TA would result in decreased foot-floor angle at HC.  Increased co-contraction at the ankle was 
shown to be directly related to the activation of MG around HC, MG 1.  In other words, adults 
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 that demonstrated MG 1 activation had significantly greater ankle co-contraction pre-HC and 
post-HC.  MG 1 was noted in four young adults (36%) and one older adult (11%) during normal 
gait on dry floors.  Therefore, it could not be included in the analysis due to the small number of 
subjects that demonstrated activation.  This type of variable activity of the plantarflexors around 
HC has been noted previously during normal gait [37].  MG 1 probably contributed more to 
decreasing foot-floor angle at heel contact as opposed to “stiffening” the ankle.  It is possible that 
increased co-contraction also resulted in a stiffer ankle.  A stiffer ankle joint would also make 
initiating a slip more difficult.  Also, decreased foot-floor angle at heel contact decreases the 
likelihood of a slip [16,18,63].  Therefore, adults that naturally walk with a smaller foot-floor 
angle or stiffer ankle joint are predisposed to experience less severe slips. 
Age-related differences were noted as older adults demonstrated a higher CCI at the 
ankle post-HC compared to young adults.  This implies that older adults should experience less 
hazardous slips compared to younger adults.  Additionally, an earlier onset of the TA was found 
in older adults compared to young adults during normal gait on dry floors.  Earlier onset of the 
TA in older adults without differences in their offset implies that older adults activated their TA 
longer than young adults.  However, no significant differences were noted in the magnitude of 
TA activation, suggesting that on average the magnitude per percent time has to be lower in 
older adults.  Therefore, when a fixed time window is considered, HC to 20%, the overall 
magnitude of the TA would be smaller in older adults resulting in increased CCI post-HC 
compared to young adults.  This implies that older adults employ a more cautious gait under 
normal conditions thus, are predisposed to experience less hazardous slips.  This cautious gait 
behavior in older adults has been noted in previous literature [3,4,33,45,53,61,86,92,109].  
Therefore, initial conditions imply that older adults’ natural gait predisposes them to experience 
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 a less hazardous slip.  However, once they slip, older adults simply can’t react with the long, 
powerful response needed to prevent balance loss.  This helps to explain the higher incidence of 
falls found in the elderly.   
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7.0      LIMITATIONS 
 
 
Noise and error exists in all measurements to some extent.  This is particularly the case in EMG 
recordings.  Certain factors are crucial to achieving a good EMG signal.  Impedance at the 
electrode-skin interface is important.  Moisture, hair and dead skin cells may cause higher 
impedance, resulting in a low detection of electrical currents.  The skin was cleaned and abraded 
to avoid this.  Additionally, any variation in electrode placement between subjects could affect 
the signal.  Crosstalk can be detected in EMG recordings using surface electrodes.  This occurs 
when an excitement from an adjacent muscle reaches the electrodes placed on the muscle of 
interest.  Crosstalk is sometimes difficult to remove due to the human muscular anatomy.  The 
muscles recorded here are not close in proximity, however correct detection of the specific 
muscle, VL, from the muscle group consisting of several muscles in the same area, quadriceps, 
may be difficult.  The issue of preventing crosstalk was addressed by careful electrode 
placement.      
It was assumed that BD gait corresponded to natural gait on dry floors without any 
anticipation effects.  Subjects were instructed to walk naturally and informed that the first few 
trials would be dry.  However, each participant read and signed an informed consent that 
specifically stated the use of slippery floors.  Also, participants were equipped with a safety 
harness throughout testing and in an unfamiliar laboratory environment.  Therefore, it is 
impossible to determine which subjects, if any, were suspicious of a slippery floor during the BD 
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 condition.  Every attempt was made to ease subject concerns and ensure natural gait during BD.  
The data was also inspected within the BD condition for consistencies.  However, it can only be 
assumed that gait during BD was natural and without anticipation.  Additionally, the older 
subject group was arguably not sufficiently old to impact general EMG characteristic variables. 
Co-contraction was presented in the form of an index used to generate a measure that was 
comparable across subjects.  The form of this index has been used previously [88].  However, it 
is unclear what amount of co-contraction corresponds to a “stiff” joint.  A certain amount of 
increase in co-contraction attenuates the leg muscles in order to initiate a quicker response.  Too 
much co-contraction would result in stiffening the joint, hindering a quick reaction.  These limits 
could not be determined with the data collected for the purpose of this study.  A universal co-
contraction index with limits defining “stiff” is recommended.   
Slips were categorized into hazardous and non-hazardous using a PSV threshold of 1.0 
m/s.  This threshold was chosen based upon velocities for larger slips reported in previous 
studies [53,95].  Classifying slip severity avoids slip outcome determination issues for hazardous 
slips where recovery efforts may be assisted through reliance on the safety harness, slipping 
completely off of the contaminated force plate, or other indeterminate ground contact.  However, 
not differentiating falls from recoveries limits the conclusions that can be drawn concerning 
successful reactions.  It is possible that non-hazardous slips are over before a reaction is needed 
and that differences in postural reactions are critical only between recoveries and falls.  It would 
have been difficult to categorize falls and recoveries due a small sample size and lack of load cell 
data.  Only visual confirmation was available to distinguish falls from recoveries which would 
not have been an accurate tool.  
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 It was difficult to comment on the cessation and duration of hazardous slip reactions.  In 
certain trials, cessation and duration were actually greater than the calculated parameters.  This 
occurred because cessation was stopped at the end of the slip, defined as the point where a 
subject slipped off the force plate or was assisted by the harness.  This was done to avoid issues 
surrounding hazardous slips were recovery efforts are potentially assisted through reliance on the 
safety harness or other indeterminate ground contact.  Thus, it is probable that longer reactive 
durations and delayed cessations were present in stance leg muscles during hazardous slips but 
could not be reported.  This would also apply to reactive magnitudes since the end point of 
integration is cessation.  
The unavailability of kinematic and kinetic data made it impossible to state what exactly 
was happening to the body as a result of the muscle activations.  Several possible changes in 
body dynamics had to be provided with each reported muscle activity.  Previously reported 
kinematic and kinetic changes, identified during unexpected slips and anticipation of slippery 
surfaces, were used to explain muscle activation patterns reported here.  However, the kinematic 
and kinetic data associated with this study would have provided a justification for certain 
conclusions that could not be drawn and clarified the effects of changes in muscle activation 
patterns.  This data would have also aided in determining whether or not changes in muscle 
activations were a cause or effect of the given experimental condition.  With the limitations of 
this study, only associations and relationships between EMG characteristics and slip severity or 
anticipation could be provided.  
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 Only the stance leg muscle activation patterns were of interest here, however there are 
numerous other factors affecting the response to a slippery surface, as well as anticipation 
adaptations.  Previous studies have reported the importance of the swing leg and upper body in 
response to a perturbation [2,15,25,27,29,72,73,98,99].  These changes sum to represent the full 
body biomechanics needed during a recovery attempt or in anticipation of a slippery floor.  It is 
possible that certain changes seen in the stance leg muscle activation patterns can only be 
correctly understood by examining the relationship between these changes and changes of the 
swing leg or upper body.   
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8.0      CONCLUSION 
 
The muscle activation patterns found here support the hypothesis that corrective reactions 
surrounding the knee and hip are most important in a successfully recovery attempt.  Reactive 
strategies, which activation patterns were similar among young and older adults, consisted of 
activation of the MH around 21% stance (~ 175 ms), followed by the VL around 29% stance (~ 
240 ms).  The success of this strategy depended on the magnitude and timing of this response.  
Specifically, a delayed VL latency and MH cessation were associated with increased slip 
severity.  Corrective responses were scaled to slip severity with hazardous slip reactions 
consisting of longer, higher magnitude responses.  In addition, when experiencing a hazardous 
slip, young adults demonstrated a longer, more powerful response compared to older adults 
implying that older adults may have a higher incidence of falls because they cannot react with 
the power needed during a hazardous slip.   
When adapting to a potentially slippery surface, adults significantly change their muscle 
activation patterns during gait.  In general, anticipation of a slippery surface resulted in earlier 
onsets and longer durations of flexors muscles with young adults demonstrating earlier onsets 
and longer durations than older adults reducing their slip potential.  Notably more subjects 
activated their Medial Gastrocnemius around heel contact resulting in a decreased foot-floor 
angle thus, reducing slip potential.  Alerting older and younger adults of the possibility of a 
slippery surface resulted in increased magnitude of activation and co-contraction at the ankle and 
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 knee.  Overall, these adaptations resulted in decreased slip potential.  Young adults demonstrated 
muscles activation changes that would result a slower leg and foot at HC compared to older 
adults, therefore, decreasing the slip and fall potential in young adults. 
Finally, greater co-contraction at the ankle around heel contact during normal gait 
resulted in less severe slips.  Specifically, increased ankle co-contraction post-HC and delayed 
TA onset during normal gait on dry floors, which possibly cause decreased foot-floor angle at 
heel contact and a stiffening of the ankle joint, were associated with less severe slips.  Older 
adults’ natural gait predisposes them to experience a less hazardous slip.  However, once a slip 
occurs, older adults can’t react with the long, powerful response needed to prevent balance loss 
whereas young adults are capable of this response.  This lack of a powerful reaction may help to 
explain the higher incidence of falls found in the elderly.      
 
 
 
 
 
 
 
 
 
 
90 
  
 
 
 
 
 
BIBLIOGRAPHY 
 
 
 
 
[1]  Agnew J and Suruda AJ; Age and Fatal Work-Related Falls; Human Factors, vol. 35, pp. 
731-6, 1993. 
[2]  Allum JH, Carpenter MG, Honegger F, Adkin AL and Bloem BR; Age-Dependent 
Variations in the Directional Sensitivity of Balance Corrections and 
Compensatory Arm Movements in Man; J Physiol, vol. 542, pp. 643-63, 2002. 
[3]  Bath PA and Morgan K; Differential Risk Factor Profiles for Indoor and Outdoor Falls in 
Older People Living at Home in Nottingham, UK; European Journal of 
Epidemiology, vol. 15, pp. 65-73, 1999. 
[4]  Bendall MJ, Bassey EJ and Pearson MB; Factors Affecting Walking Speed of Elderly 
People; Age and Ageing, vol. 18, pp. 327-32, 1989. 
[5]  Berg WP, Alessio HM, Mills EM and Tong C; Circumstances and Consequences of Falls 
in Independent Community-Dwelling Older Adults;  Age and Ageing, vol. 26, pp. 
261-8, 1997. 
[6]  BLS, United States Bureau of Labor Statistics 1996. 
[7]  BLS, United States Bureau of Labor Statistics 2002. 
[8]  Bouisset S and Zattara M; Biomechanical Study of the Programming of Anticipatory 
Postural Adjustments Associated With Voluntary Movement; Journal of 
Biomechanics, vol. 20, pp. 735-42, 1987. 
[9]  Brady RA, Pavol MJ, Owings TM and Grabiner MD; Foot Displacement but Not 
Velocity Predicts the Outcome of a Slip Induced in Young Subjects While 
Walking; Journal of Biomechanics, vol. 33, pp. 803-8, 2000. 
[10]  Bronstein A. Clinical Aspects of Balance and Gait Disorders, London, England: Edward 
Arnold (Publishers) Ltd, 1996.  
[11]  Buck PC and Coleman VP; Slipping, Tripping and Falling Accidents at Work: a National 
Picture; Ergonomics, vol. 28, pp. 949-58, 1985. 
91 
 [12]  Buczek FL and Banks SA; High-Resolution Force Plate Analysis of Utilized Slip 
Resistance in Human Walking; Journal of Testing and Evaluation, vol. 24, pp. 
353-8, 1996. 
[13]  Buczek FL, Cavanagh PR, Kulakowski BT and Pradhan P; Slip Resistance Needs of the 
Mobility Disabled During Level and Grade Walking; Slips, stumbles, and falls: 
pedestrian footwear and surfaces, Denver, Colorado, pp. 39-54, 1990. 
[14]  Carpenter MG, Frank JS, Silcher CP and Peysar GW; The Influence of Postural Threat on 
the Control of Upright Stance; Experimental Brain Research, vol. 138, pp. 210-8, 
2001. 
[15]  Cham R and Redfern MS; Lower Extremity Corrective Reactions to Slip Events.; Journal 
of Biomechanics, vol. 34, no. 11, pp. 1439-45, 2001. 
[16]  Cham R and Redfern MS; Changes in Gait When Anticipating Slippery Floors.; Gait and 
Posture, vol. 15, no. 2, pp. 159-71, 2002. 
[17]  Cham R and Redfern MS; Slip Potentials During Load Carrying; Proceedings of the 
American Society of Biomechanics, Chicago, Illinois, pp. 77-8, 2000. 
[18]  Chambers AJ, Margerum S, Redfern MS and Cham R,  Kinematics of the Foot During 
Slips  Occupational Ergonomics, vol.  3, pp. 225-234, 2002. 
[19]  Chang WR, Gronqvist R, Leclercq S, Myung R, Makkonen L, Strandberg L, Brungraber 
RJ, Mattke U and Thorpe SC; The Role of Friction in the Measurement of 
Slipperiness, Part 1: Friction Mechanisms and Definition of Test Conditions; 
Ergonomics, vol. 44, pp. 1217-32, 2001. 
[20]  Chong KC, Vojnic CD, Quanbury AO and Letts RM; The Assessment of the Internal 
Rotation Gait in Cerebral Palsy: an Electromyographic Gait Analysis; Clinical 
Orthopaedics and Related Research, vol. pp. 145-50, 1978. 
[21]  Courtney TK, Sorock GS, Manning DP and Holbein MA; Occupational Slip, Trip, and 
Fall-Related Injuries--Can the Contribution of Slipperiness Be Isolated?; 
Ergonomics, vol. 44, pp. 1118-37, 2001. 
[22]  De Laet CE and Pols HA; Fractures in the Elderly: Epidemiology and Demography; 
Baillieres Best Pract Res Clin Endocrinol Metab, vol. 14, pp. 171-9, 2000. 
[23]  DeVita P and Hortobagyi T; Age Causes a Redistribution of Joint Torques and Powers 
During Gait; Journal of Applied Physiology, vol. 88,  pp. 1804-11, 2000. 
[24]  Dietz V, Fouad K and Bastiaanse CM; Neuronal Coordination of Arm and Leg 
Movements During Human Locomotion.; European Journal of Neuroscience, vol. 
14, no. 11, pp. 1906-14, 2001. 
92 
 [25]  Dietz V, Quintern J and Berger W; Corrective Reactions to Stumbling in Man: Functional 
Significance of Spinal and Transcortical Reflexes; Neuroscience Letters, vol. 44, 
pp. 131-5, 1984. 
[26]  Dietz V, Quintern J and Sillem M; Stumbling Reactions in Man: Significance of 
Proprioceptive and Pre-Programmed Mechanisms; J Physiol, vol. 386, pp. 149-
63, 1987. 
[27]  Eng JJ, Winter DA and Patla AE; Intralimb Dynamics Simplify Reactive Control 
Strategies During Locomotion; Journal of Biomechanics, vol. 30, pp. 581-8, 
1997. 
[28]  Englander F, Hodson TJ and Terregrossa RA; Economic Dimensions of Slip and Fall 
Injuries; Journal of Forensic Sciences, vol. 41,  pp. 733-46, 1996. 
[29]  Ferber R, Osternig LR, Woollacott MH, Wasielewski NJ and Lee JH; Reactive Balance 
Adjustments to Unexpected Perturbations During Human Walking; Gait and 
Posture, vol. 16, pp. 238-48, 2002. 
[30]  Fingerhut LA, Cox CS and Warner M; "International comparative analysis of injury 
mortality - Findings from the ICE on injury statistics"; National Center for Health 
Statistics; Report ID: no. 303; 1998. 
[31]  Gao C and Abeysekera J; A Systems Perspective of Slip and Fall Accidents on Icy and 
Snowy Surfaces; Ergonomics, vol. 47, pp. 573-98, 2004. 
[32]  Gollhofer A, Schmidtbleicher D, Quintern J and Dietz V; Compensatory Movements 
Following Gait Perturbations: Changes in Cinematic and Muscular Activation 
Patterns; International Journal of Sports Medicine, vol. 7, pp. 325-9, 1986. 
[33]  Grabiner PC, Biswas ST and Grabiner MD; Age-Related Changes in Spatial and 
Temporal Gait Variables; Archives of Physical Medicine and Rehabilitation, vol. 
82, pp. 31-5, 2001. 
[34]  Grönqvist R;  Slips and Falls. In: Biomechanics in Ergonomics; Ed. Kumar S;   Taylor 
and Francis, pp. 351-75, 1999;  
[35]  Hanson JP, Redfern MS and Mazumdar M; Predicting Slips and Falls Considering 
Required and Available Friction; Ergonomics, vol. 42,  pp. 1619-33, 1999. 
[36]  Hodges PW and Bui BH; A Comparison of Computer-Based Methods for the 
Determination of Onset of Muscle Contraction Using Electromyography; 
Electroencephalography and Clinical Neurophysiology, vol. 101, pp. 511-9, 
1996. 
[37]  Hof AL, Elzinga H, Grimmius W and Halbertsma JP; Detection of Non-Standard EMG 
Profiles in Walking; Gait and Posture, vol. 21, pp. 171-7, 2005. 
93 
 [38]  Hsaio ET and Robinovitch SN; Common Protective Movements Govern Unexpected 
Falls From Standing Height.; Journal of Biomechanics, vol. 31,  pp. 1-9, 1998. 
[39]  HSE,  Health and Safety Executive 1998 . 
[40]  Kadaba MP, Ramakrishnan HK, Wootten ME, Gainey J, Gorton G and Cochran GV; 
Repeatability of Kinematic, Kinetic, and Electromyographic Data in Normal 
Adult Gait; Journal of Orthopaedic Research, vol. 7, pp. 849-60, 1989. 
[41]  Kannus P, Niemi S, Palvanen M and Parkkari J; Continuously Increasing Number and 
Incidence of Fall-Induced, Fracture-Associated, Spinal Cord Injuries in Elderly 
Persons; Archives of Internal Medicine, vol. 160, pp. 2145-9, 2000. 
[42]  Kannus P, Niemi S, Parkkari J, Palvanen M, Vuori I and Jarvinen M; Hip Fractures in 
Finland Between 1970 and 1997 and Predictions for the Future; Lancet, vol. 353, 
pp. 802-5, 1999. 
[43]  Kannus P, Parkkari J, Koskinen S, Niemi S, Palvanen M, Jarvinen M and Vuori I; Fall-
Induced Injuries and Deaths Among Older Adults; JAMA, vol. 281, pp. 1895-9, 
1999. 
[44]  Kannus P, Parkkari J, Niemi S and Palvanen M; Fall-Induced Deaths Among Elderly 
People; American Journal of Public Health, vol. 95,  pp. 422-4, 2005. 
[45]  Kerrigan DC, Todd MK, Della Croce U, Lipsitz LA and Collins JJ; Biomechanical Gait 
Alterations Independent of Speed in the Healthy Elderly: Evidence for Specific 
Limiting Impairments; Archives of Physical Medicine and Rehabilitation, vol. 79, 
pp. 317-22, 1998. 
[46]  King MB and Tinetti ME; Falls in Community-Dwelling Older Persons; Journal of the 
American Geriatrics Society, vol. 43, pp. 1146-54, 1995. 
[47]  King MB and Tinetti ME; A Multifactorial Approach to Reducing Injurious Falls; Clinics 
in Geriatric Medicine, vol. 12, pp. 745-59, 1996. 
[48]  Kisner SM and Pratt SG; Occupational Injury Fatalities Among Older Workers in the 
United States, 1980-1994; American Journal of Industrial Medicine Supplement, 
vol. 1, pp. 24-5, 1999. 
[49]  Kleissen RF, Hermens HJ, den Exter T, de Kreek JA and Zilvold G; Simultaneous 
Measurement of Surface EMG and Movements for Clinical Use; Medical and 
Biological Engineering and Computing, vol. 27, pp. 291-7, 1989. 
[50]  Lazarus JA and Haynes JM; Isometric Pinch Force Control and Learning in Older Adults; 
Experimental Aging Research, vol. 23, pp. 179-99, 1997. 
[51]  Leamon TB and Murphy PL; Occupational Slips and Falls: More Than a Trivial Problem; 
Ergonomics, vol. 38, pp. 487-98, 1995. 
94 
 [52]  Lloyd DG and Stevenson MG; Investigation of Floor Surface Profile Characteristics That 
Will Reduce the Incidence of Slips and Falls; Mechanical Engineering 
Transactions Institution of Engineers - Australia, vol. ME17, pp. 99-105, 1992. 
[53]  Lockhart TE, Woldstad JC and Smith JL; Effects of Age-Related Gait Changes on the 
Biomechanics of Slips and Falls; Ergonomics, vol. 46,  pp. 1136-60, 2003. 
[54]  Lockhart TE, Smith JL, Woldstad JC and Li P; Effects of Musculoskeletal and Sensory 
Degradation Due to Aging on the Biomechanics of Slips and Falls; Proceedings 
of the IEA 2000 / HFES 2000 Congress, San Diego, California, pp. 83-6, 2000. 
[55]  Luukinen H, Herala M, Koski K, Honkanen R, Laippala P and Kivela SL; Fracture Risk 
Associated With a Fall According to Type of Fall Among the Elderly; 
Osteoporosis International, vol. 11, no. 7, pp. 631-4, 2000. 
[56]  Maki BE, Edmonstone MA and McIlroy WE; Age-Related Differences in Laterally 
Directed Compensatory Stepping Behavior; Journals of Gerontology. Series A, 
Biological Sciences and Medical Sciences, vol. 55, pp. 270-277, 2000. 
[57]  Marigold DS and Patla AE; Strategies for Dynamic Stability During Locomotion on a 
Slippery Surface: Effects of Prior Experience and Knowledge.; Journal of 
Neurophysiology, vol. 88, no. 1, pp. 339-53, 2002. 
[58]  Massion J; Movement, Posture and Equilibrium: Interaction and Coordination; Progress 
in Neurobiology, vol. 38, pp. 35-56, 1992. 
[59]  McCaig LF and Stussman BJ; "National hospital ambulatory medical care survey: 1996 
emergency department summary"; National Center for Health Statistics; Report 
ID: 293; 1997. 
[60]  McVay EJ and Redfern MS; Rampway Safety - Foot Forces As a Function of Rampway 
Angle; American Industrial Hygiene Association Journal, vol. 55, pp. 626-34, 
1994. 
[61]  Menz HB, Lord SR and Fitzpatrick RC; Age-Related Differences in Walking Stability; 
Age and Ageing, vol. 32, pp. 137-42, 2003. 
[62]  Menz HB, Lord ST and McIntosh AS; Slip Resistance of Casual Footwear: Implications 
for Falls in Older Adults; Gerontology, vol. 47, no. 3, pp. 145-9, 2001. 
[63]  Moyer BE, Chambers AJ, Redfern MS and Cham R,  Gait Parameters As Predictors of 
Slip Severity in Young and Older Adults  Ergonomics, vol. In review, 2005. 
[64]  Myung R and Smith JL; The Effect of Load Carrying and Floor Contaminants on Slip 
and Fall Parameters; Ergonomics, vol. 40, pp. 235-46, 1997. 
[65]  Nashner LM; Balance Adjustments of Humans Perturbed While Walking; Journal of 
Neurophysiology, vol. 44, pp. 650-64, 1980. 
95 
 [66]  Nilsson J, Thorstensson A and Halbertsma J; Changes in Leg Movements and Muscle 
Activity With Speed of Locomotion and Mode of Progression in Humans; Acta 
Physiologica Scandinavica, vol. 123, pp. 457-75, 1985. 
[67]  NSC, National Safety Council 2002. 
[68]  Oates AR, Patla AE, Frank JS and Greig MA; Control of Dynamic Stability During Gait 
Termination on a Slippery Surface; Journal of Neurophysiology, vol. 93, pp. 64-
70, 2005. 
[69]  Pai YC and Iqbal K; Simulated Movement Termination for Balance Recovery: Can 
Movement Strategies Be Sought to Maintain Stability in the Presence of Slipping 
or Forced Sliding?; Journal of Biomechanics, vol. 32, no. 8, pp. 779-86, 1999. 
[70]  Patla AE; Some Characteristics of EMG Patterns During Locomotion: Implications for 
the Locomotor Control Process; J Mot Behav, vol. 17,  pp. 443-61, 1985. 
[71]  Pavol MJ and Pai YC; Feedforward Adaptations Are Used to Compensate for a Potential 
Loss of Balance; Experimental Brain Research, vol. 145, pp. 528-38, 2002. 
[72]  Pavol MJ, Runtz EF, Edwards BJ and Pai YC; Age Influences the Outcome of a Slipping 
Perturbation During Initial but Not Repeated Exposures; Journals of Gerontology 
Series A-Biological Sciences & Medical Sciences, vol. 57, no. 8, pp. 496-503, 
2002. 
[73]  Pavol MJ, Runtz EF and Pai YC; Young and Older Adults Exhibit Proactive and 
Reactive Adaptations to Repeated Slip Exposure; Journals of Gerontology. Series 
A, Biological Sciences and Medical Sciences, vol. 59, pp. 494-502, 2004. 
[74]  Pavol MJ, Owings TM, Foley KT and Grabiner MD; Gait Characteristics As Risk Factors 
for Falling From Trips Induced in Older Adults; Journals of Gerontology. Series 
A, Biological Sciences and Medical Sciences, vol. 54,  pp. 583-590, 1999. 
[75]  Pavol MJ, Owings TM and Grabiner MD; The Sex and Age of Older Adults Influence the 
Outcome of Induced Trips; Journals of Gerontology. Series A, Biological 
Sciences and Medical Sciences, vol. 54, pp. M103-M108 1999. 
[76]  Perkins PJ; Measurement of Slip Between the Shoe and Ground During Walking; 
Walkway surfaces: Measurements of slip resistance,pp. 71-87, 1978. 
[77]  Personick ME and Windau JA; "Characteristics of older workers' injuries"; U.S. 
Department of Labor - Bureau of Labor Statistics; Report ID: 891; 1995. 
[78]  Pijnappels M, Bobbert MF and van Dieen JH; Control of Support Limb Muscles in 
Recovery After Tripping in Young and Older Subjects;  Experimental Brain 
Research, vol. 160, pp. 326-33, 2005. 
96 
 [79]  Quanbury AO, Foley CD, Winter DA, Letts RM and Steinke T; Clinical Telemetry of 
EMG and Temporal Information During Gait; Biotelemetry, vol. 3, pp. 129-37, 
1976. 
[80]  Rand MK, Wunderlich DA, Martin PE, Stelmach GE and Bloedel JR; Adaptive Changes 
in Responses to Repeated Locomotor Perturbations in Cerebellar Patients; 
Experimental Brain Research, vol. 122, pp. 31-43, 1998. 
[81]  Redfern MS, Cham R, Gielo-Perczak K, Gronqvist R, Hirvonen M, Lanshammar H, 
Marpet M, Pai CY and Powers C; Biomechanics of Slips.; Ergonomics, vol. 44, 
no. 13, pp. 1138-66, 2001. 
[82]  Redfern MS and Bidanda B; Slip Resistance of the Shoe Floor Interface Under 
Biomechanically Relevant Conditions; Ergonomics, vol. 37,  pp. 511-24, 1994. 
[83]  Redfern MS and DiPasquale J; Biomechanics of Walking on Ramps; Fourth injury 
prevention and biomechanics symposium,pp. 7-10, 1994. 
[84]  Redfern MS and DiPasquale J; Biomechanics of Descending Ramps; Gait and Posture, 
vol. 6, pp. 119-25, 1997. 
[85]  Rhoades TP and Miller JM; Measurement and Comparison of "Required" Versus 
"Available" Slip Resistance; Proceedings of the annual conference of the human 
factors association of Canada, pp. 137-40, 1988. 
[86]  Riley PO and Kerrigan DC; Torque Action of Two-Joint Muscles in the Swing Period of 
Stiff-Legged Gait: a Forward Dynamic Model Analysis; Journal of Biomechanics, 
vol. 31, pp. 835-40, 1998. 
[87]  Rivara FP, Grossman DC and Cummings P; Injury Prevention. First of Two Parts; New 
England Journal of Medicine, vol. 337, pp. 543-8, 1997. 
[88]  Rudolph KS, Axe MJ, Buchanan TS, Scholz JP and Snyder-Mackler L; Dynamic 
Stability in the Anterior Cruciate Ligament Deficient Knee; Knee Surgery, Sports 
Traumatology, Arthroscopy, vol. 9, pp. 62-71, 2001. 
[89]  Sattin RW; Falls Among Older Persons: a Public Health Perspective; Annual Review of 
Public Health, vol. 13, pp. 489-508, 1992. 
[90]  Scuffham P, Chaplin S and Legood R; Incidence and Costs of Unintentional Falls in 
Older People in the United Kingdom; Journal of Epidemiology and Community 
Health, vol. 57, pp. 740-4, 2003. 
[91]  Shik ML and Orlovsky GN; Neurophysiology of Locomotor Automatism; Physiological 
Reviews, vol. 56, pp. 465-501, 1976. 
97 
 [92]  Shkuratova N, Morris ME and Huxham F; Effects of Age on Balance Control During 
Walking; Archives of Physical Medicine and Rehabilitation, vol. 85, pp. 582-8, 
2004. 
[93]  Stelmach GE, Teasdale N, Di Fabio RP and Phillips J; Age Related Decline in Postural 
Control Mechanisms; International Journal of Aging and Human Development, 
vol. 29, pp. 205-23, 1989. 
[94]  Stevens JA and Sogolow ED,  Gender Differences for Non-Fatal Unintentional Fall 
Related Injuries Among Older Adults  Injury Prevention, vol. 11, pp. 115-119, 
2005. 
[95]  Strandberg L; Ergonomics Applied to Slipping Accidents. In: Ergonomics of Workstation 
Design; Ed. Kvålseth TO; London, England:  Butterworth & Co, pp. 201-28, 
1983;  
[96]  Strandberg L and Lanshammar H; The Dynamics of Slipping Accidents; Journal of 
Occupational Accidents, vol. 3, pp. 153-62, 1981. 
[97]  Tang PF and Woollacott MH; Phase-Dependent Modulation of Proximal and Distal 
Postural Responses to Slips in Young and Older Adults; Journals of Gerontology. 
Series A, Biological Sciences and Medical Sciences, vol. 54,  pp. M89-102, 1999. 
[98]  Tang PF, Woollacott MH and Chong RK; Control of Reactive Balance Adjustments in 
Perturbed Human Walking: Roles of Proximal and Distal Postural Muscle 
Activity.; Experimental Brain Research, vol. 119, no. 2, pp. 141-52, 1998. 
[99]  Tang P-F and Woollacott MH; Inefficient Postural Responses to Unexpected Slips 
During Walking in Older Adults; Journals of Gerontology. Series A, Biological 
Sciences and Medical Sciences, vol. 53, pp. 471-480 1998. 
[100]  Thelen DG, Muriuki M, James J, Schultz AB, Ashton-Miller JA and Alexander NB; 
Muscle Activities Used by Young and Old Adults When Stepping to Regain 
Balance During a Forward Fall; Journal of Electromyography and Kinesiology, 
vol. 10, pp. 93-101, 2000. 
[101]  Thelen DG, Schultz AB, Alexander NB and Ashton-Miller JA; Effects of Age on Rapid 
Ankle Torque Development; Journals of Gerontology. Series A, Biological 
Sciences and Medical Sciences, vol. 51, pp. 226-232 1996. 
[102]  Thelen DG, Wojcik LA, Schultz AB, Ashton-Miller JA and Alexander NB; Age 
Differences in Using a Rapid Step to Regain Balance During a Forward Fall; 
Journals of Gerontology. Series A, Biological Sciences and Medical Sciences, vol. 
52, pp. 8-13 1997. 
[103]  Thomas EJ and Brennan TA; Incidence and Types of Preventable Adverse Events in 
Elderly Patients: Population Based Review of Medical Records; BMJ, vol. 320, 
pp. 741-4, 2000. 
98 
 [104]  Tinetti ME; Clinical Practice. Preventing Falls in Elderly Persons; New England Journal 
of Medicine, vol. 348, pp. 42-9, 2003. 
[105]  Tinetti ME, Doucette J, Claus E and Marottoli R; Risk Factors for Serious Injury During 
Falls by Older Persons in the Community; Journal of the American Geriatrics 
Society, vol. 43, pp. 1214-21, 1995. 
[106]  Tinetti ME and Williams CS; Falls, Injuries Due to Falls, and the Risk of Admission to a 
Nursing Home; New England Journal of Medicine, vol. 337, pp. 1279-84, 1997. 
[107]  Toussaint HM, Commissaris DA, Hoozemans MJ, Ober MJ and Beek PJ; Anticipatory 
Postural Adjustments Before Load Pickup in a Bi-Manual Whole Body Lifting 
Task; Medicine and Science in Sports and Exercise, vol. 29,  pp. 1208-15, 1997. 
[108]  van den Bogert AJ, Pavol MJ and Grabiner MD; Response Time Is More Important Than 
Walking Speed for the Ability of Older Adults to Avoid a Fall After a Trip; 
Journal of Biomechanics, vol. 35, pp. 199-205, 2002. 
[109]  Winter DA, Patla AE, Frank JS and Walt SE; Biomechanical Walking Pattern Changes in 
the Fit and Healthy Elderly; Physical Therapy, vol. 70, pp. 340-7, 1990. 
[110]  Winter DA and Yack HJ; EMG Profiles During Normal Human Walking: Stride-to-
Stride and Inter-Subject Variability; Electroencephalography and Clinical 
Neurophysiology, vol. 67, pp. 402-11, 1987. 
[111]  Winter D. Biomechanics and Motor Control of Human Movement, New York, NY: John 
Wiley & Sons Inc, 1991.  
[112]  Wojcik LA, Thelen DG, Schultz AB, Ashton-Miller JA and Alexander NB; Age and 
Gender Differences in Single-Step Recovery From a Forward Fall; Journals of 
Gerontology. Series A, Biological Sciences and Medical Sciences, vol. 54, pp. 44-
50 1999. 
[113]  Wojcik LA, Thelen DG, Schultz AB, Ashton-Miller JA and Alexander NB; Age and 
Gender Differences in Peak Lower Extremity Joint Torques and Ranges of 
Motion Used During Single-Step Balance Recovery From a Forward Fall; Journal 
of Biomechanics, vol. 34, pp. 67-73, 2001. 
[114]  Woollacott MH and Tang PF; Balance Control During Walking in the Older Adult: 
Research and Its Implications; Physical Therapy, vol. 77, pp. 646-60, 1997. 
[115]  Yang JF and Winter DA; Electromyographic Amplitude Normalization Methods: 
Improving Their Sensitivity As Diagnostic Tools in Gait Analysis; Archives of 
Physical Medicine and Rehabilitation, vol. 65, pp. 517-21, 1984. 
[116]  You J, Chou Y, Lin C and Su F; Effect of Slip on Movement of Body Center of Mass 
Relative to Base of Support.; Clin Biomech (Bristol, Avon), vol. 16, no. 2, pp. 
167-73, 2001. 
99 
